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ORIGINAL COMMUNICATIONS. 





THIRTY YEARS’ PROGRESS IN OBSTETRICS. 


BY E. E. MONTGOMERY, M.D., 
Professor of Gynecology in the Jefferson Medical College of Philadelphia. 


It may seem presumptuous to some that 
I should attempt to present a paper upon 
this subject before a society which numbers 
sO many men apparently better qualified by 
experience, but I would assure them that 
much of the work I have done in later years 
has been the result of obstetrical work. 

_I am further impelled to discuss it by the 
consideration that thirty years ago this 
month I read a paper before this society on 
the subject “Is Craniotomy on the Living 
Child Justifiable?” 

Cesarian section was then considered a 
dernier ressort, and was practiced only 
when all other measures failed, or where it 
was evident that no other measures were 
practicable. It was made the operation of 
election only when the conjugata vera was 
2 to 214 inches (5 to 6.25 cm.) or less, and 
the child alive. Some authorities asserted 
that it need not be employed where the 
smallest diameter measured 114 inches 
(3.75 cm.). 

Some of the recommendations in the 
paper were: the examination of all preg- 
nant women during the last month of ges- 
tation, and where the pelves were below 
normal measurements and the conjugata 


/ 


vera measured 214 inches (6.25 cm.) or 
over, the induction of premature labor. 

Abortion was to be considered only in 
women pregnant for the first time, in whom 
it was evident a viable child could not be 
born. 

Symphysiotomy, which had lately been 
revived, was advocated in women whose 


true conjugate measured 2% inches (6.25 
cm.) or over, as affording a chance for the 
child. 

If the physician has determined (as he 
should be able to do) that a living child 
cannot be delivered per vias naturales, he 
should proceed without delay to Cesarian 
section. Every hour of delay increases the 
peril to mother and child. Were such the 
practice the craniotomist would stand on 
the same level as the abortionist. 

The Porro operation was advocated 
where women had been long in labor. 

Cesarian section was then unpopular 
among English-speaking people, as is evi- 
dent from the fact that craniotomy was em- 
ployed in nearly one out of every two hun- 
dred cases. A larger percentage of mothers 
survived where delivery took place by the 
horn of a cow than where the patient was 
the victim of the surgeon’s knife. Czsarian 
section then had a maternal mortality of 
over 26 per cent, while the fetal mortality 
was 19 per cent. 

The conclusions were as follows: Crani- 
otomy is unjustifiable because: (1) It con- 
siders only the life of the mother and 
destroys the child, while it is our duty to 
save both. (2) In pelves with a contracted 
conjugate other alternatives are equally safe 
for the mother which afford the child a 
chance for life. These alternatives are sug- 
gested in the following order: where the 
conjugate measures 3.25 inches (8 cm.) or 
over, the forceps; 2.75 inches (7.5 cm.), 
version; 2.375 inches (5.9 cm.), symphysi- 
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otomy, followed if necessary by the forceps. 
In all subsequent pregnancies, and in the 
first when distortion is discovered suf- 
ficiently early, premature labor should be 
induced. (3) In pelves measuring less 
than 2% inches (6.25 cm.) Cesarian sec- 
tion affords better results for the mother, 
and should be done whether the child be 
living or dead. Operative interference 
should be early in all cases requiring it. 
The obstetrician should control events, not 
be controlled by them. 

This paper was discussed by Albert H. 
Smith, Goodell, Parish, W. S. Stewart, and 
J. V. Kelly. Of these men the only sur- 
vivor, Dr. Kelly, was the only one to sustain 
my views. The propositions were consid- 
ered unduly radical. My statistics were 
questioned when I stated that the maternal 
mortality of craniotomy was 19 per cent. 
The only statistics quoted to controvert 
mine were by Parish, who stated that 
Ellerslie Wallace had lost but three mothers 
out of twenty-one cases of craniotomy, but 
this was 14 per cent, and in the hands of a 
teacher and an expert in obstetrics. 

A review of the last thirty years’ work 
displays the course strewn with worn-out 
theories, tried out and discarded pro- 
cedures, and yet the course has ever been a 
progressive one. What would seem as radi- 
cal yesterday is the conservative course to- 
day. A consideration of the progress 
comprises the study of the toxemias, 
which manifest their baneful influence in 
eclampsia and pernicious vomiting; the 
various forms of infection producing the 
many manifestations formerly comprised 
under the designation of puerperal fever; 
the vaccines and serums employed in its 
treatment; the influence upon the diagnosis 
and prognosis of hypotension and hyper- 
tension, and the indications produced 
thereby for the treatment of the affected 
individuals; the various procedures for the 
premature interruption of pregnancy; and 
the wide extension of operative work. 

The progress covers every portion of the 
field of obstetrics—a compass too great for 
the limitations of this paper; so I shall 
content myself with consideration of that 


portion which may be said to be allied to 
my former paper, the conclusions of which 
form the introduction to this article. Many 
procedures which were considered justifi- 
able measures for employment in suitable 
cases have been relegated to the dust-heap 
of oblivion. More and more, there has 
been an appreciation of the value of human 
life, so that the physician no longer stands 
as the executioner who sacrifices human 
life, but in the attitude of a savior who rec- 
ognizes that in every case of labor he has 
two lives to consider and must exercise his 
ability to the utmost to give each a chance 
to live. 

Abortion is no longer considered a justi- 
fiable alternative in contracted pelves, even 
if the latter precludes the delivery of a 
living child through the natural canal. Con- 
ditions do arise, however, in which inter- 
ference with the process of gestation must 
be considered in the interest of the life of 
the mother. These measures have been 
classified by Rosner into three groups: 
First, the excitors to uterine contractions, as 
bougies, puncture of the ovum, separation 
of its lower pole, injections of glycerin and 
other agents, long-continued vaginal irriga- 
tion, and electrization of the uterus. The 
second group comprises measures which 
combine contractions of the uterus with 
dilatation of the cervix. Measures suitable 
to produce expulsion, as small dilating bags, 
graduated bougies, gauze tampon of the 
cavity and cervix, and dilatation with 
laminaria tents. The third group permits 
the dilatation of the cervix and the removal 
of the ovum. The procedures applicable 
to this group are removal of the ovum with 
the curette after dilatation with Hegar’s 
bougies ; removal of the ovum after dilata- 
tion of the uterus with such instruments 
as that of Bossi, or after vaginal Cesarian 
section. 

Unfortunately the majority of these pro- 
cedures afford no certainty as to the time 
of the completion of the evacuation. The 
procedure set in motion may vary from 
twenty to one hundred and sixty hours be- 
fore its termination. In serious tubercular 
lesions of the lung, in non-compensated 














cardiac lesions, and in toxemias from 
serious renal disorders, speedy evacuation 
may be a very important factor. Between 
the tenth and twenty-fourth weeks, Rosner 
enthusiastically advocates vaginal Czsarian 
section as possessing the following ad- 
vantages: The termination of the procedure 
is no longer a question of uncertainty; it 
requires minutes rather than hours. The 
evacuation of the uterus can be complete. 
With an anesthetic the procedure is pain- 
less, and the subsequent convalescence un- 
disturbed. The procedure is attended with 
no traumatism of the surrounding tissues, 
consisting of an incision in the anterior lip 
which can be sutured immediately following 
delivery, restoring the uterus to a normal 
condition. The procedure is almost blood- 
less. The earlier methods are not free from 
the danger of infection, for it has been dem- 
onstrated that the employment of elastic 
bags, the use of bougies, repeated digital 
examinations, are all attended by the intro- 
duction of agents which favor infection. 

Many of these patients submit to the 
production of abortion with the greatest 
abhorrence and reluctance, and as hours or 
days are required for its completion they 
undergo a species of moral torture. I have 
employed the procedure in but one case, 
and then when the patient regained con- 
sciousness after a short anesthesia the 
uterus had been emptied and the cervix 
resutured. 

In two instances in early pregnancy in 
which an unsuspected pregnated ovum had 
been imperiled by intrauterine manipula- 
tion and conditions otherwise had de- 
manded abdominal section, I have opened 
the-fundus, removed the fetal sac, sponged 
out the uterine cavity, and sutured the 
uterine wall. One of these patients has 
since given birth to two children. The 
vaginal Czsarian section is almost blood- 
less, while the slower methods of evacuat- 
ing the uterus are at times attended by pro- 
fuse bleeding. 

A review of the modern obstetric litera- 
ture cannot but impress one with the 
greater precision in determining the meas- 
urements of the pelvis; with the recognized 
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importance of careful study of the condi- 
tion of the pregnant woman in order that 
her attendant shall not overlook indications 
of serious toxemia, a cervical position of 
the placenta threatening hypertension, ab- 
normal conditions of the pelvis, a dispro- 
portionate size of the fetus, and unfavor- 
able positions and presentations. 

The responsibility of the would-be at- 
tendant to know the condition of his patient 
and be able to safeguard not only her in- 
terests, but those of her child as well, is 
becoming more definitely recognized. In 
the light of more accurate knowledge of the 
condition of the patient it is not surprising 
to learn of the more prompt resort to the 
proper operative procedures in cases de- 
manding them. The intelligent practitioner 
would consider it a reflection upon his skill 
and judgment to permit a woman with per- 
sistently high arterial tension, despite 
measures employed to promote elimination 
through the skin and kidneys, to continue 
until her life, or subsequent good health, is 
imperiled by eclampsia; to permit a woman 
with an evident cervical implantation of the 
placenta to lose her life, and that of her 
child, through a terrific hemorrhage; or to 
permit a woman with a recognized pelvic 
contraction to be subjected to various ef- 
forts at forcible delivery when it can be de- 
termined that such measures must prove 
unsuccessful. 

It is not creditable to one’s skill as an 
obstetrical engineer to subject a woman 
with a contracted pelvis, or who carries a 
child with a disproportionately large head, 
to prolonged tension with forceps, to find, 
what he should have known, that delivery 
per vias naturales is impossible. The oper- 
ative field in obstetrics has been widely ex- 
panded during the years under considera- 
tion. New operative measures have been 
tried out; some have been discarded, and 
others have stood the test of time, but the 
wildest enthusiast for Czsarian section can 
scarcely be otherwise than surprised at its 
adoption for conditions undreamed of 
thirty years ago. Instead of being the oper- 
ation of last resort, as it then was, it has 
become the procedure of selection, and the 





4 THE THERAPEUTIC GAZETTE. 


life-saving results of such a course have ex- 
ceeded our wildest dreams. Naturally there 
is still much diversity of opinion as to its 
adaptability to various conditions. 

Some advise the delivery by Czsarian 
section in all contracted pelves; in dispro- 
portionate size of the child, so that its head 
does not engage in the superior strait; in 
malpositions of the fetus, especially face 
presentations; in prolapse of the cord; in 
placenta previa; and in the arrest and pre- 
vention of eclampsia. Alternative pro- 
cedures are the induction of premature 
labor; version; the application of forceps; 
vaginal Czsarian section, and pubiotomy, 
hebosteotomy, and hebotomy, as it is vari- 
ously designated. The Porro operation is 
still held in reserve for infected cases, and 
various modifications of the Cesarian sec- 
tion to avoid the peritoneal cavity have been 
instituted. The test of the value of any 
obstetric procedure should be, not only its 
capacity to save the lives of both mother 
and child, but also its influence upon the 
subsequent life of the former. 

The aim of every procedure should be to 
conserve health as well as life, and an 
operative procedure which endangers the 
woman, causes her to be subsequently 
handicapped and dooms her to semi- 
invalidism, must be to that degree con- 
demned. An obstetric operative procedure, 
then, to be classed as acceptable to-day 
must afford the greatest safety to mother 
and child, the least danger of morbidity and 
consequent sequelez. Naturally the method 
of delivery must ever depend upon the 
exigencies of the case, and in the choice and 
adaptation of the particular procedure lies 
the opportunity for the display of skill and 
good judgment upon the part of the medi- 
cal attendant. His ability to recognize the 
abnormalities in the pelvis; disparities be- 
tween the fetus and the canal through 
which it must pass; malpositions of the 
fetus and prompt measures for their cor- 
rection; to distinguish danger-signals for 
the mother, as existing placenta previa, 
threatened eclampsia, exhaustion of her 
forces, protection from infection; and for 
the fetus, its inability to endure further 


prolongation of labor—all are indications of 
his skill as an obstetrician. In his enthu- 
siasm for operative work he should not fail 
to realize that the great majority of women 
will still succeed in delivering themselves, 
and nature’s method, whenever possible, 
should be utilized. 

As it is impossible in advance to de- 
termine the size and molding qualities of 
the fetus, or the strength and force of the 
uterine contractions, it is advisable in mod- 
erate contraction to resort to the test of 
labor before instituting operative interfer- 
ence. In cases, however, in which it is 
evident that abnormality is such as to make 
interference imperative, the various adapt- 
able procedures should be carefully con- 
sidered. 

The Induction of Premature Labor.— 
The first procedure which demands consid- 
eration in such a patient where the phy- 
sician has studied conditions early in preg- 
nancy, should be the induction of prema- 
ture labor. This procedure for the best 
interests of the fetus should not be per- 
formed before the thirty-fourth to thirty- 
fifth week of pregnancy, as statistics have 
demonstrated that 80 per cent of the chil- 
dren thus delivered prior to the thirty- 
fourth week succumb. The procedure 
when employed in women with pelves 
measuring less than 3 inches (7.5 cm.) is 
attended with such a frightful fetal mor- 
tality as to make its employment unjusti- 
fiable. Indeed, when we consider that the 
mortality for the fetus in pelves between 
3 inches (7.5 cm.) and 3% inches (8.7 cm.) 
varies between 25 and 33 per cent, it would 
seem that induction of premature labor as 
an elective procedure for contracted pelves 
should be discarded. 

Acute or chronic disorders may make the 
procedure important in the interest of 
either mother or child. In some of these 


conditions, as in valvular lesions of the 
heart, the strain of labor may be prejudicial, 
and the operation designated as vaginal 
Ceesarian section greatly lessens the danger. 
This procedure completely removes the re- 
sistance of the cervix and permits the 
prompt termination of labor by the appli- 
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cation of forceps when the head is pre- 
senting. 

Version: High Forceps.—Neither ver- 
sion nor high forceps are longer considered 
operations of election in contracted pelves 
owing to the high fetal mortality. Forceps 
can be employed to facilitate labor in cases 
in which additional force is needed, but the 
old procedure of the operator bracing him- 
self for a long and hard pull is no longer 
considered in the interest of either mother 
or child. In contracted pelves the place of 
the forceps, according to Kerr, is where 
the measurement of the vera is between 
34 and 3% inches. 

Version was formerly considered advis- 
able in that the application of the forceps 
anteroposterior to the child’s head increased 
the lateral diameter, but it has been dem- 
onstrated that this is not true, the vertical 
diameter being lengthened instead. Ex- 
perience has shown that when moderate 
traction by forceps is ineffective in advanc- 
ing the labor it is safer, for mother and 
child, to afford more room by section of the 
pelvic bones. 

Pubiotomy; Hebotomy; Hebosteotomy. 
—The operation of symphysiotomy, which 
thirty years ago I suggested as an alterna- 
tive in a limited number of cases, has been 
_ practically discontinued, as injuries of the 
urethra and bladder were frequent, separa- 
tion of the sacroiliac articulation occurred 
in the contracted cases, and the patient 
subsequently had unpleasant mobility be- 
tween the pubic bones. 

Pubiotomy, which has been substituted 
for it, consists in an incision through the 
pubic bone of one side with a chain saw. 
It may be done subcutaneously. The pro- 
ceeding is of limited application. It should 
be confined to contractions of the vera be- 
tween 3 inches (7.5 cm.) and 3.8 inches 
(9.5 cm.), and may be employed when it is 
evident that the patient cannot be delivered 
spontaneously, or the application of for- 
ceps has demonstrated that the birth can 
only occur after undue and dangerous 
traction. Such a head, however, can fre- 
quently be delivered by forceps after the 
increased space gained by pubiotomy. 


The operation was devised by Gigli in 
1893, and was first performed in this coun- 
try by E. B. Montgomery, of Quincy, IIl. 
The situation of the incision to one side 
lessens the injury to the soft parts. The 
operation has been advocated by Morse for 
relief in cases of face presentation. He 
attributes to Dr. E. P. Davis the first sug- 
gestion of symphysiotomy as a means to 
promote delivery in face presentation. 

Of the two hundred and ninety-four 
cases of pubiotomy collected by Déderlein, 
seventy-seven were treated by the open 
method, with a maternal mortality of 10 
per cent. The remainder were by the sub- 
cutaneous procedure, with a maternal mor- 
tality of 4 per cent. Sarvey reported one 
hundred and twenty cases with a maternal 
mortality of 2.5 per cent, and a fetal mor- 
tality of 7 per cent, while in two hundred 
and sixteen cases of symphysiotomy the 
mortality was 12.8 per cent. The enlarged 
space secured by incision of the bone still 
leaves the soft parts subject to stretching 
and even tearing, so that the convalescence 
is delayed and the danger of infection pro- 
moted. 

Up to May 10, 1910, twenty-five pubi- 
otomies were performed in the obstetrical 
clinic of Johns Hopkins Hospital without 
maternal mortality, and with but three fetal 
deaths. As it is an operation done only for 
the child, a reasonable prospect for a living 
child should present to justify its perform- 
ance. 

Vaginal Cesarian Section. — Vaginal 
Cesarian section we have described as a 
method for rapidly completing abortion be- 
tween the tenth and twenty-fourth weeks. 
The procedure has been widely heralded as 
a means to promote delivery, and relief of 
patients threatened with or suffering from 
eclampsia. Peterson has collected five hun- 
dred and thirty cases in which this pro- 
cedure was performed in eclampsia, in 
which there were one hundred and twenty- 
four deaths of mothers—a mortality of 
23.4 per cent—in the work of one hundred 
operators. Henry D. Fry says vaginal 
Czsarian section has done more to lessen 
the mortality of eclampsia than any other 
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procedure. DeLee earnestly advocated 
early resort to operative interference in 
eclampsia, and quotes Winter as reporting 
that of twenty-nine patients treated before 
they had six convulsions not one died, while 
under a waiting policy the mortality was 
large. Of eclamptics treated expectantly 
with spontaneous labor, 40 per cent died; 
expectantly until the os dilated, 30 per cent 
mortality; with mild means to dilate the 
cervix, 25 per cent; and with cervical 
Cesarian section in thirty-four cases the 
“mortality was 9 per cent. Where vaginal 
Cesarian section was done immediately 
after the first seizure in twenty-two cases 
there was no mortality. This procedure, 
however, is of no efficacy at term in con- 
tracted pelves, and is of doubtful expedi- 
ency in primipare. 

Abdominal Cesarian Section—The ab- 
dominal or classical Czsarian section has 
the advantage of being applicable to all 
cases demanding speedy delivery, whether 
the dystocia be due to pelvic deformity, dis- 
proportionate size of the fetus, malpositions 
and presentations, or cicatricial conditions 
in the soft parts; and has been resorted to 
for placenta previa, eclampsia, prolapsed 
cord, cancer of the cervix, cicatricial 
changes in the vagina, myomatous or mal- 
ignant growths of the uterus, ovarian cysts 
situated in the birth canal, and other ob- 
structive causes. 

Thirty years ago I urged that the condi- 
tions demanding Cesarian section be recog- 
nized, and the operation where required be 
performed early. I insisted that if so 
practiced its percentage of mortality would 
not be greater than that of the operation 
then known as ovariotomy. Later practice 
has demonstrated this to be correct. Rey- 
nolds in an analysis of two hundred and 
eighty-nine cases by twenty different oper- 
ators found it practicable to divide the 
cases of Czsarian section into three classes, 
which he calls primary, secondary, and late. 

The primary included those subjected to 
operation prior to or at the beginning of 
labor, of which there were eighty-two 
cases, with but one death, a mortality of 
between 1 and 2 per cent. 


Secondary, sections comprising those in 
which the operation followed a few hours’ 
labor which had demonstrated the futility 
of the patient’s efforts to deliver herseli— 
one hundred and twenty-eight in number 
with six deaths, or a mortality of 3.8 per 
cent. 

Late cases comprised forty-nine in which 
there had been an unduly long first stage, 
or an arrest of the head, and these fur- 
nished six deaths, or 12 per cent mortality. 
He had thirty cases in his own experience 
without any mortality. 

Schauta had one hundred and twenty 
cases of classical Czsarian section, with but 
one death. Boyd reports twenty-seven 
cases with no maternal loss, and the death 
of one child which was dead before he be- 
gan the operation. Macpherson reports 
thirty-nine cases of Czsarian section, of 
which thirty were performed for the second 
time, seven for the third time, and one each 
for the fourth and fifth times. In these 
cases there were three maternal deaths, one 
of which occurred before the beginning of 
the procedure, and one fetal death. Hump- 
stone had twenty-five cases without mor- 
tality. Certainly I could not have had a 
more satisfactory confirmation of my 
prophecy. 

The increasing mortality with the pro- 
longation of labor makes it evident that this 
is due to infection. To prevent the baneful 
effects of infection various operators have 
endeavored to enter and empty the uterus 
without opening the peritoneal cavity. 
These were denominated the extraperitoneal 
Cesarian, and were performed through a 
lateral incision in one flank by Frank and 
Latzko. The abdomen opened to the peri- 
toneum; the latter pushed up from the 
bladder until the under surface of the 
uterus was reached, and incised below the 
peritoneum, was suggested by Bumm. 
Hirst opens across the peritoneum, and 
sutures the parietal and uterine peritoneum. 
All these procedures are complicated, pro- 
longed, and open up loose connective tissue 
capable of infection. 

Freund quotes twenty-seven cases with 
no maternal mortality, some of which were 
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women who had been in labor from six to 
twenty hours. He attributes the favorable 
result to the fact that the peritoneum had 
not been opened; but Humpstone had 
twenty-five of the classical Cesarian sec- 
tion, of which but six were elective, the 
remainder having been in labor from two 
to fifty hours, one of theia having under- 
gone repeated attempts to deliver with for- 
ceps, yet all recovered. In the light of such 
experience one does not seem justified to 
refuse delivery by Cesarian section even 
if the child’s fetal heart sounds be feeble, 
for one cannot predetermine the fetal re- 
sistance. 

The physician in attendance upon a case 
of confinement cannot be too strongly im- 
bued with the thought that he is responsible 
for two lives, that no step shall be taken for 
the preservation of the one which unduly 
imperils the other. Actuated by such views 
he will have made a careful physical exam- 
ination of the patient prior to the onset of 
labor in order to prepare himself for its 
particular exigencies. The _ responsible 
members of the family will have been in- 
formed of the possibilities confronting the 
delivery, so that no valuable time will be 
lost when the exigencies arise. The entire 
management of the case will be conducted 
with the most strenuous asepsis, that the 
life of the mother will not be unduly im- 
periled should extreme measures be de- 
manded for the preservation of her off- 
spring. Where conditions exist, such as 
marked deformity of the pelvis, the birth 
canal obstructed by cicatricial changes, by 
non-displaceable benign or malignant 
growths, threatened or existing eclamptic 
attacks, recognized implantation of the 
placenta in front of the fetus, or prolapse 
of the cord, no time will be lost in resorting 
to the proper remediable procedure. 

Cesarian section has advantages over the 
alternative methods of delivery in that the 
operator can choose the time for the pro- 
cedure, can govern the amount of trauma- 
tism, and in non-septic cases can feel that 
his patient will be free from subsequent 
morbidity and unfortunate sequelae. Reach- 
ing a case late when the patient’s condition 


is such, and the history obtainable makes it 
evident that she has been subjected to se- 
vere and prolonged man handling, he will 
investigate the condition of the mother and 
her child, and where evidences of life are 
found in the latter will employ the measures 
which promise the most hopeful outlook 
for both. All experience has demonstrated 
that the earlier the Cesarian section can be 
utilized, and with the least previous manip- 
ulation, the less the mortality. 

The procedures to avoid entrance to the 
peritoneal cavity do not altogether avert 
danger, for the infected uterus remains 
when the operation has been accomplished 
without entering the peritoneum. Experi- 
ence shows that the peritoneum has been 
torn in 9 to 15 per cent of the cases. A 
greater amount of time is required in the 
more complicated procedure, and in the ne- 
cessity for the frequent employment of 
instruments to complete delivery, and, as 
we have already asserted, a septic uterus 
remains. It would seem to me a wiser 
course in evidently infected cases to make 
the classical incision, carefully protect the 
peritoneal cavity by gauze packing, and 
complete the operation by means of the 
Porro procedure. The patient is then free 
from the dangers incident to an infected 
uterus. 

Eclampsia.—Later years have presented 
a greatly extended employment of the 
Ceesarian section, and an important one of 
these is in the treatment of eclamptic cases. 
Experience has demonstrated that the 
toxemias are arrested with the evacuation 
of the uterus. The toxic manifestations are 
associated with marked hypertension, and 
consequently the attacks are promoted and 
dangerous sequele engendered by severe 
and prolonged efforts in delivery. 

Measures have been employed to lessen 
the peril by doing vaginal Cesarian section, 
but even after the resistance of the cervix 
has been overcome there still remains the 
undilated soft parts in the primipara, and 
the possibility of a narrowed pelvis, or a 
disproportionate size of the fetus which 
may necessitate resort to further instru- 
mental measures to facilitate delivery. No 
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plan of management affords equal facility 
to Cesarian section in the freedom from 
irritability and the prompt evacuation of the 
uterus. The prudent physician will not 
wait for eclamptic seizures before resorting 
to it where he finds hypertension persists 
despite the remedial measures employed for 
its reduction. 

Placenta Previa.—The cervical implanta- 
tion of the placenta has been considered by 
many as an additional indication for 
Cesarian section, in that it affords the 
mother opportunity for escape from a 
serious dilemma equal to the chances pre- 
sented by other measures, and greatly 
lessens the peril for her offspring. 

Cragin says he has never seen Cesarian 
section indicated for uncomplicated pla- 
centa previa. In the Sloan Hospital, of 
forty-nine cases four mothers died, 8.1 per 
cent mortality, and an infant mortality of 
51 per cent. Edgar, who does not believe 
in Czsarian section for placenta previa, 


gives his maternal mortality as 7.5 per cent, 
fetal 32.25 per cent. Pankow advocates 
the operation, and cites twenty-three cases 
without maternal mortality, while in forty- 
nine women treated by other measures 
eight died. He is confident six of these 
could have been saved if abdominal 
Cesarian section had been promptly em- 
ployed. 

Prolapsed Cord—The employment of 
Cesarian section for delivery where the 
cord is prolapsed may seem almost an un- 
justifiable extension of the operation, but 
with the almost insuperable difficulties to 
replacement of the umbilical cord, the head 
engaged, and with a fetal mortality of 50 
per cent, it does not seem out of place that 
the most expeditious method of delivery 
should be employed. The prolapsed cord af- 
fords a ready method to determine the con- 
dition of the fetus. It would be worse than 
folly to do a Cesarian section when pulsa- 
tions have ceased in the cord. 





THE TREATMENT OF HERNIA.? 


BY J. B. CARNETT, M.D., 


Associate in Surgery, University of Pennsylvania; Assistant Surgeon, University of Pennsylvania and Philadelphia 
General Hospitals, Philadelphia. 


The treatment of hernia can best be con- 
sidered by separating the cases which occur 
in childhood from those which occur in 
later life. About one-half of all cases of 
hernia develop during the first five years of 
life. Practically all the hernias of young 
children belong to the congenital inguinal 
and infantile umbilical type. The great 
majority of these young patients can be 
cured by non-operative treatment. 

Congenital umbilical hernia is rare. The 
smaller ones should be kept surgically clean 
and prolapse of the hernia prevented by a 
sterile gauze pad, resin adhesive strips, and 
binder till the umbilical ulcer heals. The 
larger congenital umbilical hernias should 
be operated upon within the first forty- 
eight hours after birth in order to prevent 





1Read at the general meeting of the Medical Society of 
the State of Pennsylvania, Philadelphia Session, Septem- 
ber 25, 1913. 


death from peritonitis, following the 
sloughing of the cord. The huge con- 
genital hernias are nearly always fatal. 
Infantile umbilical hernia develops after 
the cord drops off, usually within the first 
few months of life. It commonly consists 
of intestine, is easily reducible, and is the 
most favorable of all varieties of hernia to 
cure without operation. Owing to the 
physiological contraction of the scar tissue 
at the umbilicus spontaneous recovery oc- 
curs frequently, but this fact should not de- 
lay prompt and careful treatment of every 
case. The earlier treatment is instituted 
the shorter will be the time necessary for a 
cure. The most satisfactory appliance for 
these cases is Kelley’s hard-rubber pad with 
four projecting knobs on its anterior aspect. 
To each of these knobs is attached a but- 
tonholed strip of resin adhesive plaster. 
The mother can readily remove the pad for 
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daily cleansing of it and the hernia region 
without removing the straps. The pad 
should be flat for thin children and mark- 
edly convex in order to reach the hernial 
orifice in fat children. 

In children who have begun to walk, the 
best results are obtained by a_rubber- 
covered steel spring truss and appropriate 
pad. In general terms it can be said of 
infantile umbilical hernias that children of 
three, six, and twelve months of age will 
require three, six, and twelve months’ treat- 
ment respectively to effect a cure. After 
one year of age, non-operative cure becomes 
rapidly less certain, and after five years 
seldom occurs. The need for the early in- 
stitution of treatment is therefore obvious. 
An umbilical hernia persisting after the age 
of five years may be given a trial with truss 
treatment, but in most cases operation will 
prove necessary. Operation is particularly 
indicated if the patient is a female, because 
of the grave danger she runs of increased 
trouble following childbirth. 

Femoral hernias are very rare in chil- 
dren, are never cured by truss, are prone 
to develop serious complications in later 
life, and therefore should be operated upon 
at once, unless some positive contraindica- 
tion to operation is present. 

Inguinal hernias form a very large per- 
centage of the hernias of infancy and early 
childhood. Most of them are curable by a 
faithful, persistent, and intelligent applica- 
tion of trusses. Practically none of them 
will be cured by careless truss treatment. 
Treatment by bandages, knotted skeins of 
yarn, elastic bands, and similar measures 
are inefficient, uncleanly, and usually futile. 
Treatment should commence as soon as the 
hernia is discovered. The best form of 
support is a rubber-covered steel spring 
truss with a slightly convex pad. Pro- 
longed or violent coughing, crying, and 
straining at urination must be prevented 
by appropriate treatment for the underly- 
ing cause. Tight abdominal binders must 
be prohibited. As the child grows the truss 
will need frequent adjustment, usually as 
often as every two or three weeks. Treat- 
ment usually -requires from one to three 


years and should not be discontinued until 
at least six months have elapsed from the 
last appearance of the hernia. Statistics 
are wanting to indicate the percentage of 
recurrences in adult life of cases of hernia 
treated by truss in childhood, but it is prob- 
ably very small. If the hernia persists, as 
it will in a small percentage of cases, in 
spite of a thorough trial of a truss, opera- 
tion is indicated. Operation in very young 
children is attended with a slightly higher 
mortality than in adults, and for this reason 
should not be undertaken unless made 
urgent by exceptional indications. It is 
wise to refrain from operating, unless com- 
plications demand operation, until such 
time as the child has learned to notify its 
nurse of its intention to void urine or have 
a stool. By waiting till this period there is 
less likelihood of wound infection from 
contamination of the skin before operation 
and soiling of the dressings after it. When 
the parents, because of ignorance, poverty, 
or lack of interest, cannot be trusted to 
carry out a systematic course of truss treat- 
ment, operation to prevent digestive dis- 
turbances, to guard against possible strang- 
ulation, and to effect a cure is justifiable at 
an earlier age. 

The results of truss treatment in all 
forms of hernia in adults are very different 
from those in children. It is very excep- 
tional for the truss to prove curative in the 
adult. Except for a minute percentage of 
cases, truss treatment in adults can be re- 
garded only as a palliative measure in all 
forms of hernia. Operation is therefore 
the treatment to be chosen in all adult cases 
except when some positive contraindication 
is present. The truss should be used only 
for those in whom operation is refused or 
contraindicated. Theoretically the truss 
should prevent the hernia from enlarging 
and should remove all risk of life-destroy- 
ing complications, but in practice such is not 
the case. That truss-wearing does not 
effectually safeguard the patient is amply 
illustrated by the numerous hospital cases 
of hernial strangulation occurring while 
the patient was actually wearing a truss. 

I examined a hundred cases of hernia 
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with direct reference to their experience 
with truss treatment. In the great majority 
of these cases the trusses were very inef- 
ficient from the standpoint of retaining the 
rupture, but scarcely any of the patients 
realized the serious risk to life they were 
running. The attitude of these patients 
seemed to be that the main requirement of 
a truss is that it should be comfortable, ir- 
respective of whether it retains the hernia 
consistently or not. By them trusses were 
discarded more promptly for being uncom- 
fortable than for being inefficient. Several 
of the hernias became irreducible, and the 
truss pad was worn at a distance from the 
hernial orifice. One patient had taken a 
general anesthetic four times to have a 
strangulation or incarceration reduced. One 
patient applied a truss as soon as he dis- 
covered the hernia, wore it faithfully with- 
out once seeing the hernia for fifteen years, 
thought he was cured, removed the truss, 
and the hernia came down within five 
hours. Many of the poorer patients were 
faithfully wearing makeshift trusses that 
could not retain the hernia for five minutes 
at a time. Many wore cloth or elastic belts 
or other forms of truss unsuited for wear 
in the bath. 

Most of the stock trusses carried by drug 
stores are constructed to meet commercial 
rather than surgical indications. Their ex- 
cessive flexibility permits a single truss to 
adapt itself to the different shapes of 
numerous individuals. They are usually 
comfortable, but most inefficient in retain- 
ing the hernia. Recently a first-class truss 
manufacturer of this city sent out a cir- 
cular letter to ascertain the results from 
rubber-covered steel spring trusses which 
he had fitted on patients five and six years 
previously. Fairly complete replies were 
received concerning eighteen children and 
one hundred adults. For various reasons 
these patients ought to show the best re- 
sults to be obtained under average condi- 
tions of truss-wearing. Among them, 
however, we find one death from strangu- 
lated hernia. All the eighteen children, 
varying in age from seven weeks to six 
years at the time they began wearing 


trusses, were apparently cured. One 
mother had three children cured by the use 
of trusses. 

Of the hundred adults, in twenty-seyen 
the truss permits the hernia to prolapse 
“seldom,” “frequently,” or “daily,” and 
“when lifting,’ “coughing,” or “sneezing.” 
In fifteen, prolapse occurs when the truss 
is laid aside, as “on going to bed” or 
“cleaning the truss,” or leaving it off for 
“hours” or “days” or when it is “improp- 
erly adjusted.” In seven, the hernia comes 
down at night because of “coughing” or 
“sitting up in bed.” In five, changes in oc- 
cupation were necessitated because of the 
hernia; one applicant was denied admis- 
sion to a public-service position; and a few 
others had to make minor changes in their 
business or pleasure, such as refraining 
from “lifting” or “horseback riding.” 
Many patients referred to varying degrees 
of “discomfort,” “trouble,” “irritation of the 
pad in hot weather,” “severe itching,” etc. ; 
four had complained of actual pain, but in 
the majority the truss seemed entirely or 
reasonably comfortable. Two patients re- 
quired the services of a physician to reduce 
an incarcerated hernia. One of these (an 
old man) was operated upon and his hernia 
recurred. Three other patients were oper- 
ated upon and cured. Two patients have 
abandoned trusses, one because of great 
discomfort, and have not been operated 
upon. One man whose truss was worn out 
is now wearing his mother’s truss. One 
man had made some of his own trusses. 
Many of these patients commented on the 
present need for readjustment of their 
trusses and hoped to visit the truss-maker 
for that purpose. 

Questions as to the comparative size of 
the hernia on beginning truss treatment and 
at time of the report were not very gener- 
ally answered, but in two the hernia was 
larger, in several smaller, and in two the 
hernia had not been seen for three years 
and fourteen years respectively, but trusses 
were still worn. Three patients thought 


they were cured after not seeing the hernia 
for two, three, and three years respectively, 
but on leaving the truss off the hernia re- 
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turned. Five patients have discarded their 
trusses because they think they are cured, 
and they may be, but the interval is too 
short to determine this point. Fifteen of 
these patients had worn trusses for twenty 
to twenty-nine years, seven for thirty to 
thirty-nine years, two for forty to forty- 
five years, and one for fifty-five years. The 
average cost of trusses was one dollar and 
eighty-five cents per year. A physician 
had examined the trusses of one of the two 
patients who had worn trusses for forty 
years, “a few times,’ of another three 
times, and of three others only once each. 
The remaining patients, representing nearly 
one thousand years of truss-wearing, failed 
to receive attention to their trusses by a 
physician. 

These case records, though small in num- 
ber, probably do not exaggerate average 
conditions and indicate that truss-wearers 
as a class are very indifferent to or ignorant 
of the dangers they run from the careless 
wearing of trusses. They fail to appreciate 
the fact that, regardless of the frequency 
with which the hernia came down harm- 
lessly in the past, its next descent may 
prove fatal from strangulation. The full 
benefits of truss treatment cannot be ob- 
tained unless physicians generally take a 
deeper interest in the welfare of their 
hernia cases and forcibly impress on these 
patients the potential dangers and means of 
avoiding them. 

Competent truss dealers are a great help 
in supplying and adjusting trusses, but their 
work thus far has not proved infallible. 
Their efforts should be checked up by the 
physician. Even though the latter is not 
trained in truss-fitting and does not care to 
undertake it, he can at least determine 
whether a given truss fulfils the two essen- 
tial indications of being reasonably com- 
fortable and retaining the hernia at all 
times. If the truss is lacking in either re- 
spect he can keep referring the patient back 
to the dealer until both requirements are 
accomplished, or, failing that, can the more 
strongly insist on operation. 

The patient should be provided with 
printed or written instructions about as 


follows, and the physician should hold him- 
self responsible for their being carried out: 


1. The essential purpose of a truss is to re- 
tain the rupture at all times and under all con- 
ditions. If the rupture escapes with the truss in 
its proper position, it is inefficient and dangerous. 
Seek the advice of the physician in reference to 
adjusting the old truss, securing a new one, or 
refraining from those acts which cause unusual 
straining efforts. 

2. The truss should be reasonably comfortable; 
if not, it requires alteration or replacement, and 
the physician should be consulted. 

3. There is one point, and only one point, 
where the truss pad should be applied; anywhere 
in that general neighborhood will not suffice. If 
necessary at first this point can be marked with 
indelible ink. The truss must not be worn over 
underclothing, as that favors displacement of the 
pad. 

4. To guard effectually against gangrene of 
the bowel and to secure any chance of cure it is 
imperative that the hernia never be permitted to 
come down. Its descent is accompanied each 
time by the danger of gangrene, and each descent 
lessens the chances of curing the hernia; there- 
fore: (a) the truss must be applied before get- 
ting out of bed in the morning; (b) it must not 
be removed until after getting into bed at night; 
(c) the truss must be worn during the bath; (d) 
children should wear the truss night and day, but 
adults can dispense with it when in bed, unless 
the rupture tends to come down, in which event 
a lighter truss should be worn at night. 

5. Irritation of the skin must be prevented by 
cleansing of the skin and truss. The skin can be 
kept healthy by bathing with dilute alcohol and 
by the liberal use of talcum powder before apply- 
ing the truss. 

6. Any unusual abdominal pain calls for an 
examination of the rupture. If it is projecting it 
should be reduced and the truss reapplied. If 
reduction of the rupture is impossible the patient 
must go to bed, remove the truss and send for a 
physician immediately. 

7. The preservation of life demands that the 
preceding rules must be rigidly observed or that 
operation be performed. 


Almost any patient could be made to ad- 
here strictly to these rules for a few days, 
weeks, or months, but the frailties both of 
human nature and of trusses render their 
lifelong fulfilment a hopeless performance 
with the average patient. Operation there- 
fore.should be urged in every adult patient 
as soon as the hernia appears. The only 
contraindications to operation in adults are: 
(1) Extreme old age; (2) grave organic 
disease; (3) very large irreducible hernias, 
especially in very fat people of advanced 
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years. In the presence of the life-threat- 
ening complications of incarceration or 
strangulation these contraindications must 
be disregarded. 

Operations in the very old are inadvisable 
because of a higher mortality, because of a 
greater percentage of recurrences due to 
their feeble tissues, and because palliative 
truss treatment is simplified by their seden- 
tary habits. 

Grave organic disease affords the same 
bar to hernia operations as to operations in 
general. Additional contraindications, how- 
ever, to operative treatment of hernia exist 
in those cases in which the organic disease 
is of a nature to increase seriously the intra- 
abdominal tension, such as ascites, in the 
cough of pulmonary tuberculosis, and in 
the straining incident to enlarged prostate 
and urethral or rectal stricture. 

Irreducibility of a small hernia is an add- 
ed indication in favor of operation. Large 
reducible hernias are attended by a some- 
what higher mortality than small hernias 
because the return to the contracted ab- 
dominal cavity of viscera long absent 
makes undue pressure on the diaphragm, 
thereby embarrassing respiration and heart 
action. The very large irreducible hernias, 
particularly in fat, flabby patients, have an 
even higher mortality. The manipulation 
necessary to excise adherent omentum and 
free intestinal adhesions is followed by in- 
tense abdominal distention, which by 
crowding the diaphragm may lead to failure 
of the circulation, edema of the lungs, pneu- 
monia, and death. In cases of this type, if 
the patients are to be operated upon they 
should be put to bed on a starvation nitro- 
genous diet in order to lessen tympany and 
reduce the quantity of fat. 

Gentle efforts at reduction should be 
made daily, and whatever portions of the 


hernia can be reduced should be re- 
tained by a _ suitable support. The 
more gradual return of the viscera 


which have “lost their right of domi- 
cile’” to the abdominal cavity produces far 
less disturbance than their abrupt return at 
operation. The greatest gentleness at the 
time of operation in freeing adhesions and 


handling viscera will minimize subsequent 
intestinal tympany. If serious postopera- 
tive tympanites does occur, the patient 
should be placed in the Fowler position to 
secure the aid of gravity in diminishing 
the pressure on the diaphragm. The rectal 
tube and at times the stomach tube are 
helpful. 

Incarceration or strangulation of a hernia 
may develop as an intercurrent complica- 
tion of any preéxisting, and possibly more 
serious, affection which might cause in- 
creased intra-abdominal tension. Thus, 
the vomiting of perforative peritonitis may 
have been the direct cause of the hernial 
complication, but might be carelessly re- 
garded as the usual early symptom of 
strangulation. Failure to recognize the 
presence of the primary affection would 
lead to grave errors in diagnosis, prognosis, 
and treatment. This disaster can be avoid- 
ed only by a careful history and general 
physical examination in every case of com- 
plicated hernia. 

Incarcerated and strangulated hernias 
should be subjected to immediate operation. 
Taxis should never be employed in these 
cases except with the utmost gentleness, 
and then only within the first four hours 
after the onset of symptoms. Preferably, 
taxis should not be used at all. I have 
seen strangulated intestine so badly dam- 
aged within six hours, even in the absence 
of efforts at taxis, that the question of re- 
section had to be very seriously considered. 
In some cases coming to operation late the 
strangulated loop will be found entirely 
necrotic and offering less resistance to rup- 
ture than would a sheet of tissue-paper. 
Injudicious taxis inflicts irreparable dam- 
age on the partially devitalized gut, often 
rendering resection necessary where other- 
wise it might be avoided. The damage to 
the blood-vessels that I have repeatedly 
seen in cases of hydrocele which were er- 
roneously diagnosed strangulated hernia 
and subjected to taxis before being sent 
to the hospital would have been ample to 
require resection had the same injury been: 
inflicted on the blood-vessels of healthy in- 
testine. The physician’s natural tendency 
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to persist in efforts at taxis, or to employ 
vigorous taxis, must be restrained. To 
delay operation in the hope of taxis suc- 
ceeding some hours later is never justi- 
fiable. One short trial at gentle early taxis 
may be permissible in a patient who is a 
bad surgical risk, or when the conditions 
are not favorable for an immediate skilful 
operation. Even under these circumstances 
the operation should not be delayed, or the 
final problem will be all the more serious. 
The time required to prepare for operation 
may be utilized to try the effect of hot or 
cold applications, hypodermic injections of 
morphine, enemata, and the Trendelenburg 
posture, with a view to effecting reduction. 
Purgatives are absolutely contraindicated. 
Eucaine infiltration anesthesia may be em- 
ployed for operation if a general anes- 
thetic is inadvisable. The induction of gen- 
eral anesthesia for the sole purpose of 
employing taxis is never permissible. Loss 
of life can be almost entirely prevented 
and the radical cure performed by opera- 
tion within the first few hours. Operations 
on strangulated hernia within twenty-four 
hours have a mortality of ten per cent, on 
the second and third day of fifty per cent, 
and correspondingly higher with further 
delay. 

The operative treatment for all varieties 
of hernia, exclusive of the more seriously 
complicated cases, gives a mortality of one- 
half of one per cent, and permanent cure 
in over ninety-five per cent. These results, 
no doubt, would be even better if patients 
would undergo operation as soon as the 
hernia appeared and would take better care 
of themselves during the first six months 
following the operation. 

Hernia operations generally may be per- 
formed under local anesthesia, but nitrous- 
oxide-oxygen general anesthesia is prefer- 
able. 

The Bassini method has best withstood 
the test of time, and is the operation in 
general use for inguinal hernia by the ma- 
jority of surgeons throughout the world. 
Various modifications are in use by differ- 
ent surgeons, or for individual cases, but 


Bassini’s still 
retained. 

The operation, commonly known as Fer- 
guson’s, in which the spermatic cord is not 
displaced is employed by many surgeons, 
but it does not seem to give quite as high 
a percentage of cures (Coley). The Fer- 
guson operation is not followed so fre- 
quently by the mild postoperative compli- 
cations to the structures contained in the 
scrotum, and it can be performed more 
quickly. It is open to the objection that 
it leaves the new internal and external 
rings lying directly opposite one another. 
It is contraindicated in direct inguinal her- 
nias. My own preference is for the Bas- 
sina method as a routine procedure and the 
Ferguson method where speed in operation 
is imperative, as in strangulated hernias, 
and for those cases of hernia associated 
with incomplete descent of the testis, as it 
affords the shortest route for the cord to 
the scrotum. 

If the sac is divided high up, as it should 
be in every hernia operation, Barker’s 
method of using the ligature of the sac 
to anchor the stump above the ring is not 
needful routinely, but should be employed 
in those cases in which prolapse of the 
cecum or bladder prevents complete exci- 
sion of the sac. 

Halstead’s method of incising the inter- 
nal oblique to permit the cord being trans- 
planted further outward has not given suf- 
ficiently good results to justify its adoption. 
Halstead’s suggestion to excise the larger 
veins of the cord, if employed at all, should 
be used with discretion, as it has been fol- 
lowed by atrophy of .the testicle. 

Splitting of the sheath of the rectus mus- 
cle and suture of the external edge of this 
muscle to Poupart’s ligament according to 
the method of Bloodgood or Downs when 
the conjoined tendon is weak or absent, as 
it is in most direct hernias and in the indi- 
rect hernias which have a large ring, is 
the most satisfactory method of supporting 
this weak area. 

I have had no personal experience with 
implantation of silver filigree in hernias 


original principles are 
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having rings so large that they cannot be 
closed by muscles and fascia, but Bartlett 
reports excellent results from their use. 

A suture should be introduced to the 
outer side of the cord to unite more closely 
Poupart’s ligament and the internal oblique 
in those cases in which the latter muscle 
is weak and flabby or presents a thinned- 
out appearance (Coley). 

Overlapping of the external oblique apo- 
neurosis (Championniére), instead of its 
edge-to-edge approximation, is indicated in 
those cases occurring chiefly in the old, in 
which the aponeurosis is found stretched 
out and relaxed. This method is used by 
many surgeons routinely, but in patients of 
normal muscular tonicity the overlapping 
frequently results in the aponeurosis split- 
ting above or below the lines of suture. 

In young children, simple excision of the 
sac high up has proved.curative, but the 
insertion of a few deep sutures is simple 
and gives greater assurance of the final 


result. In congenital sacs the portion left 
to cover the testis should be sutured loosely 
to permit escape of the fluid into the con- 
nective tissue if hydrocele tends to develop. 
If difficulty is experienced in separating the 
sac from the cord there is no good reason 
why it should not be left in situ after 
ligating and dividing its neck. 

Equally good results are reported from 
both the Bassini and purse-string methods 
for femoral hernia. I prefer the former, 
chiefly because closure of the ring is not 
dependent on the possible breakage of a 
single suture. 

For umbilical hernia Mayo’s operation is 
undoubtedly the best. In children and pos- 
sibly in thin adults with small hernia the 
umbilicus should be preserved to lessen the 
resulting deformity. This can be accom- 
plished by making a single transverse 
curved incision on a level with the upper 
border of the umbilicus and dissecting the 
latter back with the lower flap. 





PERTUSSIS VACCINE.! 


BY O. H. KELSALL, M.D., LOUISVILLE, KENTUCKY. 


As early as 1895 Haffkine published the 
results he obtained from the employment of 
vaccines as prophylactic measures against 
cholera and the plague. Prior to that time, 
however, an attempt was made to confer 
immunity against certain diseases by inoc- 
ulation with living virulent bacteria. This 
method not proving satisfactory, being 
oftentimes followed by fatal results, safer 
measures were sought. Dead organisms, or 
sterilized cultures, were at first utilized 
merely to confer immunity against certain 
virulent infectious diseases. Haffkine se- 
cured excellent results by the injection of 
sterilized cultures of the spirillum of 
Asiatic cholera as a prophylactic measure. 

Wright, of England, encouraged by the 
work of Haffkine, experimented in similar 
manner with typhoid bacilli as a prophy- 
lactic against typhoid fever. The outcome 





1Read before the West End Medical Society, of Louis- 
ville, Kentucky, September 9, 1913. 


of his experiments was so favorable that 
the British government was induced to 
adopt this method among its troops in 
India, with the result that the occurrence 
of typhoid fever was not only greatly re- 
duced, but the mortality was markedly 
minimized in those who developed the 
disease. The success of this method of 
typhoid prophylaxis is now so well estab- 
lished that the practice has been inaugu- 
rated in the armies of all civilized nations. 
Therefore, while we now talk so glibly 
concerning vaccine therapy, it will be noted 
that its practical use began at least nineteen 
years ago. 

It is recognized that the foregoing is 
merely of interest in retrospect. As indi- 


cated by the superscription hereto, it is the 
writer’s wish to direct attention to one of 
the more recent vaccines, viz., pertussis 
vaccine, not only as a means of prophy- 
laxis, but as a therapeutic measure. 
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It has now been established beyond any 
reasonable doubt that the bacillus of Bordet 
and Gengou is the specific cause of per- 
tussis, and it is from this organism that the 
vaccine is prepared. The vaccine thus far 
employed by the writer in the treatment of 
pertussis is prepared in 1-Cc. solution con- 
taining 50,000,000 killed bacteria, and is 
the product manufactured by Messrs. 
Parke, Davis & Company, of Detroit, 
Michigan. The safe initial dose, as given 
by the manufacturers, is 20,000,000 to 25,- 
000,000 bacilli.? 

It shall not be my purpose to weary you 
with a detailed account of a long list of 
cases treated with pertussis vaccine, but to 
summarize my experience and outline the 
conclusions at which I have arrived. 

The number of patients treated for per- 
tussis from January 1, 1913, to date (Sep- 
tember 9, 1913) has been thirty, their ages 
ranging from two months to twelve years. 
There were five colored infants, the re- 
mainder being white. By far the greater 
number were under three years of age. 

Dosage: While the manufacturers recom- 
mend 20,000,000 to 25,000,000 bacilli as the 
initial dose, in my opinion this is entirely 
too small. At first the dosage as recom- 
mended was administered, but not securing 
sufficient effect I soon began to give the en- 
tire contents of the bulb—i.e., 50,000,000 
bacilli. This was followed by little sys- 
temic reaction, even in the youngest pa- 
tients. It is therefore recommended that 
the manufacturers should market a bulb 
containing at least 100,000,000 bacilli, as the 
dose advocated by them is entirely too 
small, at least for older children. The 
writer observed that the younger the child 
to whom the entire quantity of 50,000,000 
bacilli was administered, the more success- 
ful and prompt the outcome. Therefore, 
arguing from these premises, it would seem 
that a larger dose should be given, at least 
to older children. It is further recom- 
mended that the treatment be repeated in 





Note: September 30, 1918. Since the preparation and 
reading of this paper, the writer has been reliably in- 
formed that the manufacturers have decided to hereafter 
furnish pertussis vaccine in bulbs containing 100,000,000 
bacilli instead of 50,000,000 as heretofore.—O. H. K. 


from four to seven days, that only excep- 
tionally should we delay repetition seven 
days, as the effect of the first dose seems to 
wane about the fourth day, and an addi- 
tional dose at this time appears to continue 
or enhance the effect of the treatment. Of 
course it is recognized that if a larger 
amount than 50,000,000 bacilli seems im- 
mediately necessary, the syringe could be 
refilled and reinjection practiced; but the 
writer believes one needle is all that should 
be inflicted upon these little patients at one 
time. In every case three to six doses were 
administered at intervals of three to five 
days. 

Immunity: It has been my observation 
that when a child is already in the stage of 
incubation, the vaccine will not prevent de- 
velopment of the disease; and it has been 
noted from the literature that this has been 
the experience of others. However, where 
the child is not in the stage of incubation 
but is about to be exposed—e.g., when re- 
turning home where pertussis is present— 
several doses of the vaccine will act as a 
successful prophylactic in the majority of 
cases. The writer has not had an oppor- 
tunity of testing the efficacy of the vaccine 
under the latter circumstances, but has tried 
it in several cases in which he was satisfied 
the children were in the incubation stage, 
with failure to prevent development of the 
disease. 

In every instance amelioration of the 
symptoms was secured. The paroxysms 
were rendered milder and less frequent, the 
disease in the majority of cases was short- 
ened to about four weeks, and in the latter 
days of the attack the paroxysms were so 
mild and infrequent that the comfort of the 
little patients (as well as their parents) was 
materially increased. Quite frequently on 
the next visit, after the first administration 
of vaccine, the writer would be pleasantly 
greeted by the parents with the statement 
that “the baby rested much better the first 
night, that he only coughed once or twice 
during the night, whereas before he 
coughed all night.” Of course this was 
most gratifying. 

Another effect noted was the practical 
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absence of complications. Every one who 
is called upon to treat much pertussis knows 
how frequently it is complicated with 
bronchopneumonia, especially in children 
under the age of one year, and also how 
frequently death ensues in cases so compli- 
cated. In only one case did this complica- 
tion supervene, and that was in a ‘poorly 
developed negro infant six months of age 
reared under markedly unhygienic condi- 
tions. This was the only fatality in the 
series. 
CONCLUSIONS. 


Pertussis vaccine constitutes the most 
potent and successful remedy at our com- 
mand for the treatment of this disease, and 
possibly also for its prevention. 

It renders the paroxysms milder and less 
frequent. 

It shortens the disease, and is a great aid 
in the prevention of complications. 

The dose should be larger than hitherto 
recommended, at least in children of five 
- years and older. 


DISCUSSION. 


Dr. E. L. Herrin: I have never used 
pertussis vaccine. The majority of the 
cases of pertussis that I have seen this year 
have been unusually mild. In one severe 
case I procured some vaccine and expected 
to use it, but did not do so as the mother 
seriously objected thereto. 

I have tried about everything in the 
Pharmacopeeia in the treatment of per- 
tussis. Several years ago I used bromoform 
extensively, and thought it accomplished 
considerable good; but in severe cases bene- 
fit failed to accrue therefrom. More re- 
cently I have had good results from fresh 
air, outdoor life, feeding the child well, and 
the administration of opiates in small doses. 

Dr. J. E. Hetms: While I have had no 
personal experience with pertussin nor per- 
tussis vaccine, I am a believer in vaccine 
therapy. However, the vaccine advocated 
for pertussis cannot be expected to cure 
every case. 

Dr. Kelsall’s series of cases is by no 
means remarkable. A mortality of one in 
thirty would be high under any method of 


treatment. The surroundings of the child 
that died probably had something to do with 
its death, as suggested by the essayist. 

Dr. J. B. LuKENs: Pertussis is so prev- 
alent and the symptoms thereof so distress- 
ing that any remedy is welcomed which will 
ameliorate the symptoms and shorten the 
attack, whether it will actually cure or not. 
Personally, I have had no experience with 
vaccine, although I have seen it used in a 
few instances. Reports as to the results 
therefrom, according to the journals, are 
not especially brilliant, being about on a par 
with those obtained by: Dr. Kelsall. Those 
who have used the vaccine are convinced 
that while it does good it will not stop an 
attack after it has developed, that at best it 
will only ameliorate symptoms. So far 
serious objections have been raised by 
parents in every case in which I have sug- 
gested this method of treatment. 

It is sometimes difficult to make an early 
diagnosis of pertussis, oftentimes there 
being no “whoop” until the attack is well 
advanced. I do not know whether or not 
Dr. Kelsall’s cases were as far advanced as 
the second or third week when they came 
under observation. 

Brilliant results have been accomplished 
in vaccine therapy along other lines, and I 
believe we are justified in trying it in per- 
tussis. The worst case of pertussis I ever 
saw was in an infant ten days old. Other 
children in the family had the disease when 
this baby was born. Death ensued from 
bronchopneumonia within a week. 

Dr. I. A. ARNotp: Have you not found 
in some cases that after the patient had re- 
covered from pertussis, there was a recur- 
rence six or seven weeks later? 

Dr. H. J. Potties: Based upon the re- 
sults obtained in Dr. Kelsall’s series of 
thirty cases, one would hardly be induced 
to try vaccine, since the majority of our 
pertussis patients recover in four to six 
weeks under any kind of treatment. I have 
obtained good results with antipyrin, co- 
deine, and digitalis, the patients being com- 
paratively well in five weeks. 

In regard to vaccine being successful as 
a prophylactic: Pertussis does not always 














develop after exposure, children being fre- 
quently exposed thereto without contract- 
ing the disease. Therefore when vaccine is 
administered as a prophylactic, you cannot 
be certain that the child would otherwise 
have contracted the disease. 

Like Dr. Helms I think a mortality of 
one in thirty in pertussis is high under any 
method of treatment. I have not had five 
patients die from pertussis in nineteen 
years of practice, yet I have treated quite a 
large number of cases. When death occurs 
it is always due to some complication, such 
as bronchopneumonia, measles, etc. 

I have had no experience with vaccine in 
pertussis, but if as brilliant results can 
eventually be secured as are now being ob- 
tained by other vaccines (especially the 
phylacogens, with which I have had some 
experience), it will ultimately be worthy of 
consideration and general adoption. 

Dr. H. L. Reap: I recently administered 
the anesthetic in the case of a girl six 
years old upon whom tonsillectomy was 
performed. While doing so the child 
“whooped” two or three times, and I re- 
marked that she must have pertussis, but 
the physician in attendance disagreed. Later 
events, however, proved that she did have 
pertussis, which persisted for three months 
in spite of the ordinary treatment. A sup- 
ply of vaccine was then procured, and she 
was given eight doses in all. After the 
third dose coughing became less violent and 
she was able to sleep; all the symptoms dis- 
appeared after the fourth dose. Ten days 
later she contracted a slight cold, and the 
“whooping” returned. Vaccine was again 
administered, and in four days the cough 
was entirely gone. About four months 
later she had another similar attack, which 
persisted two or three weeks under the vac- 
cine treatment. While vaccine was being 
administered in this case nothing else was 
given, and a good result was obtained. I 
have used vaccine in several other cases, in 
two of which pneumonia developed, but 
both patients recovered. I also gave the 


other ordinary remedies, therefore it can- 
not be positively stated that the favorable 
outcome was due to the vaccine. 
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I would like Dr. Kelsall in closing to 
state whether he gave anything except vac- 
cine. If he employed the customary routine 
treatment, how can be attribute the results 
entirely to the vaccine? No one can really 
formulate an opinion of value from the 
thirty cases reported by the essayist. A 
mortality of one in every thirty cases would 
make pertussis one of the most serious 
diseases with which we have to deal, even 
worse than scarlet fever and diphtheria. 
The reports thus far appearing in medical 
journals do not justify our assuring pa- 
tients that better results will accrue from 
the use of vaccine—in fact no one can ex- 
press a positive opinion concerning this 
treatment, as it is still in the experimental 
stage. 

Dr. E. H. Kocu: I think Dr. Kelsall is 
to be congratulated upon the results ob- 
tained with the vaccine treatment. I have 
always regarded pertussis as a rather trivial 
affection, one which has never given me a 
great deal of concern. I have given bella- 
donna and opium mixture with good re- 
sults, but have had no experience with the 
vaccine treatment. I have had but one fa- 
tality from pertussis, and that was an 
eight-months-old infant which apparently 
choked to death. 

Dr. T. E. Gosnett: My experience in 
the treatment of pertussis may have been 
different from that of some of the previous 
speakers, but I have always considered it a 
very serious disease among children. It 
has for years been my conviction that per- 
tussis should be classed with diphtheria 
and measles as one of the most dangerous 
and destructive diseases with which we 
have to contend in pediatric practice. Of 
course I mean that this statement shall in- 
clude the various complications. For in- 
stance, if a child has pertussis with a com- 
plicating bronchopneumonia and a fatality 
should ensue, pertussis would be the real 
cause of the child’s death—i.e., without the 
pertussis, bronchopneumonia would not 
have developed. 

In young children pertussis is a very fatal 
disease, and one death out of thirty is an 
exceedingly favorable mortality. Further- 
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more, my experience is that if the patient 
can be made practically well by the admin- 
istration of vaccine in four weeks, you have 
the best method of treatment thus far de- 
vised. I have used antipyrin and many 
other remedies, but have never found any- 
thing that would limit the duration of the 
disease to four weeks. Dr. Kelsall is to be 
congratulated upon his success with vac- 
cine, and if such favorable results can be 
secured by this method of treatment we 
should certainly employ it. 

In stating that pertussis sometimes re- 
curs, of course we mean that the “whoop” 
returns. After the patient recovers from 
pertussis, whether the duration of the 
disease be four weeks or longer, if the least 
cold is contracted by the child it will have 
a “whoop.” Our experience in treating 
pertussis used to be that if the child recov- 
ered in three or four months we were ac- 
complishing wonders! If an attack de- 
veloped in the autumn, the cough sometimes 
persisted during the entire winter. 

Dr. O. H. Ketsati: I am certainly sur- 
prised to find that the opinions of some of 
the members present, who are supposed to 
be scientific medical men, are not above the 
general ideas of the laity! Without excep- 
tion the laity consider pertussis an exceed- 
ingly mild affection, whereas it is one of 
the most serious infectious diseases of 
childhood. The books on pediatrics show 
that the mortality of pertussis in children 
under two years of age is very high—z.e., 
about twenty-five per cent. Any method of 
treatment which offers the results that I 
have reported is certainly worthy of trial. 

I have just discharged two cases of per- 
tussis, in which not only the children but 
parents in the neighborhood, who had 
children with pertussis, noticed the marked 
difference in the course of the disease in the 
cases under my treatment and others 
treated by the older methods. A common 
expression was, “Why, your children did 
not vomit; mine vomited every time they 
coughed; and we hardly ever hear your 
children cough, and when they do it is not 
nearly so severe as ours.” 


As to the prophylactic value of vaccine, 
while the wife of a local physician was in 
the hospital during childbirth, one of her 
children at home developed pertussis. Vac- 
cine was administered to the infant, which 
was brought home at the end of about three 
weeks, and it did not contract the disease. 

Answering Dr. Arnold’s question: It has 
not been my experience that pertussis re- 
appears after cessation of the vaccine treat- 
ment. 

With reference to Dr. Read’s case: The 
criticism that I have to make is that he did 
not continue the vaccine treatment; he al- 
lowed ten days to elapse, and then treat- 
ment was resumed. 

In all of my cases except the one fatality 
the disease was rendered exceedingly mild. 
The duration was about four weeks, but in 
the latter week or ten days the attack was 
so mild that it was scarcely noticeable that 
the child had pertussis. 

While, as Dr. Phillips states, some chil- 
dren fail to contract pertussis after ex- 
posure, the fact is that the majority of them 
do develop the disease. . Now and then one 
will escape in a family of five or six. 

On account of the laity holding the 
opinion that pertussis is a trivial affection 
which should be permitted to run its course, 
the physician is not usually consulted until 
the child becomes quite ill. We should en- 
lighten the people upon this subject, and not 
agree in their opinion, and as expressed by 
some of the previous speakers, that per- 
tussis is a trivial disease which will run its 
course and the patient recover. During fif- 
teen years of practice I have observed sev- 
eral instances in which pertussis was 
promptly followed by fatal tuberculosis. 
We should promptly institute adequate 
treatment in these cases, and thus prevent 
dangerous complications and sequelz. 

In the cases reported nothing except vac- 
cine was used. The condition of the bowels 
was carefully watched, and when regulation 
became necessary the ordinary remedies 
were utilized. After three to six doses of 
vaccine the symptoms disappeared. In the 
majority of the cases I was called to see the 

















patients because of the pertussis. We 
should pursue the policy of educating our 
patients concerning the gravity of this 
disease, and thus be able to have patients 
under observation early in the attack. That 
is the policy I have always pursued. I have 
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had no trouble whatsoever in getting par- 
ents to consent to the vaccine treatment. 

I have treated more pertussis this year 
than ever before, and contrary to the ex- 
perience of Dr. Heflin most of the cases 
have been severe. 





TREATMENT OF HEART DISEASE.! 


BY ROBERT N. WILLSON, M.D., 
Assistant Physician to the Philadelphia Hospital, Philadélphia. 


A paper on the treatment of heart dis- 
ease to be practical and useful must needs 
be brief. Out of many methods and a 
very extensive literature, there can be se- 
lected few measures that accomplish more 
than the moral satisfaction of physician, 
nurse, and family, and the discomfort and 
oftentimes the detriment of the patient. 
Those few measures are, however, next to 
invaluable, both in a preventive and a cur- 
ative sense. For this reason it is of ad- 
vantage to record the private and hospital 
successes and failures of every student of 
heart disease. 

Had this paper been written fifteen years 
ago, it would no doubt have been subdi- 
vided primarily into the treatment of val- 
vular disease; next into the handling of 
myocardial affections; and finally into a 
discussion of the cardiorenal syndrome. 
Whereas to-day the diseased valves have 
been relegated to the category of damaged 
fittings or parts of the machinery; the 
kidneys are more and more regarded as 
part of the circulatory apparatus; while 
the condition of the heart muscle with 
respect to its blood and nervous supply, 
with regard to its ability or inability to 
accomplish its own particular tasks, and 
with reference to its power to recuperate 
when overtaxed, is the question of import- 
ance in the otherwise healthy body, as well 
as in the physical economy that must de- 
pend upon organs that are tired and lame. 

I wish to deal specifically neither with 
valvular disease, nor with dilatation, nor 
with failure of any one of the inherent 





1Read before the College of Physicians of Philadelphia, 
November 5, 1913. 


functions of the heart. Even the contract- 
ing power, the origination of the cardiac 
impulse, and conductivity may for the mo- 
ment be ignored, and the heart muscle (in- 
cluding the muscle band surrounding the 
valve rings) considered simply as an organ 
that can and will carry its load day in and 
day out as long as it is not overtaxed; also 
one that can become tired and lose a portion 
or all of its power to respond through 
fatigue of one kind and another, providing 
the burden be sufficiently weighty or its 
application of lengthy enough duration. As 
the result of the personal observation of an 
unusually rich field of cardiac disease in 
the Philadelphia General Hospital and out 
of it, I have been led as a heart student to 
regard every cardiac insufficiency as an in- 
stance of more or less complete muscle and 
nerve tire. Rest is only a figurative and 
a comparative term when applied to the 
heart. Complete rest never enters into its 
experience. From infancy to old age it is 
a matter of constant, unremitting effort, 
broken only when the physical body is cast 
aside for one that requires no repair. Even 
during sleep the vast majority of indi- 
viduals drive their hearts too fast and too 
hard by means of the toxins resulting from 
the overworry, and overeating and drink- 
ing, and the general unhygiene of the day. 
Even though we may not ourselves indulge 
in the drug habits, few if any escape the 
toxic influence of our neighbors’ or our 
ancestors’ alcohol and tobacco. There is 
no longer even pure air for those to 
breathe who desire the privilege. It is 
worthy of consideration just how many 
unnecessary heart-beats and just how posi- 
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tive a lowering of the cardiac nervous tone 
are to be attributed in healthy and sick 
alike to influences of this kind which are 
fully within our control. Certain it is that 
arterial and cardiac disease is rapidly on 
the increase. Equally certain is the fact 
that effective preventive measures might 
be instituted that would considerably reduce 
its incidence. 

Preventive Measures—Among the pos- 
sible preventive measures I would suggest a 
far more rigid oversight of both school and 
college athletics than is now in vogue, even 
in the large universities. Probably there is 
no youth who engages in the more strenuous 
forms of athletics without sustaining a 
marked hypertrophy of the heart, and a 
certain degree of dilatation which does not 
always disappear or remain a silent factor. 
I have known more than one instance of 
a schoolboy urged to compete in running 
races and in football, though carrying a 
well-defined valvular lesion. Two such 
come immediately to mind, both having 
been examined by the physician athletic 
director, and both encouraged to engage, the 
one in football, the other in cross-country 
running. One of these boys had repeated 
cyanotic and dyspneic attacks, his pulse ir- 
regular, and his “head swimming” with 
vertigo, following football practice. The 
other came to me with his face and hands 
edematous the morning after a race. Both 
athletic directors protested when the ser- 
vices of these boys were lost to their 
schools. Quite an army of future fathers 
take part the country over in violent com- 
petitive athletics during college days. I 
doubt whether any one of that army goes 
out into after-life with a perfectly normal 
heart. 

For the female sex I would advise a 
thorough overhauling of the early feminine 
régime. I would train the girl outdoors, 
side by side with her brother, exercising 
under the same supervision, and allowed 
the same physical privileges up to the time 
of puberty. There is no sane reason for 
making out of him a sturdy sapling and 
out of her a hothouse rose subject to and 
inviting every infection and ailment that 


passes by. Even after puberty and moth- 
erhood the girl should not let her body 
merely go to seed. 

Hygiene of the mouth, especially of the 
teeth, tonsils, and other adenoid tissues, 
would undoubtedly prevent many an in- 
stance of general cardiac involvement usu- 
ally secondary to valvular disease. There 
are few heart students who have not wit- 
nessed a seemingly organic cardiac murmur 
and a degree of arrhythmia disappear upon 
the enucleation of a pair of hypertrophied 
and useless tonsils. In one recent instance 
a child (a girl of fourteen) was sent to 
me for examination. Her father and 
mother both had greatly enlarged tonsils, 
and in both loud, apical murmurs could be 
heard. In their child the tonsils almost 
met on the median line. The patient was 
pale and became short of breath even on 
slight exertion. Her heart presented a 
loud, rough apical murmur and some ar- 
rhythmia. Three months after her tonsils 
were enucleated by Dr. Walter J. Freeman, 
this child was well on her way to robust- 
ness and health and all heart symptoms 
had disappeared. I have seen similar 
results from the removal of adenoid masses 
and a thorough setting of the teeth in order. 
All of these measures should be instituted 
before, not after, cardiac damage has been 
done. 

Overwork and overworry, especially in 
combination with overeating, under-exer- 
cising, and under-sleeping, plus the influ- 
ence of alcohol and tobacco, form a chain 
of forces that spell intravascular and intra- 
cerebral and intraspinal hypertension, and 
result first in chronic arteriospasm, later in 
arteriosclerosis of all the organs, and event- 
ually in myocardial degeneration and dis- 
ease. 

Rheumatism and syphilis, side by side, 
form the most frequent etiologic factors in 
valvular disease. I think that there are 
many indications that the former will some 
day be shown to be preventable and con- 
trollable through a proper hygiene of the 
gastrointestinal tract. No argument is re- 


quired to demonstrate the preventability of 
syphilis through the establishment and the 

















practice of a single standard of moral and 
physical health for the two sexes. This 
will yet become a sine qua non of the loyal 
citizen. 

Once remove by prevention all of these 
very definite conditions leading more or less 
directly but inevitably to cardiac disease, 
and we would begin to notice a diminution 
in the number of instances of organic heart 
involvement that would be as grateful as it 
is little to be expected. 

Prevention furnishes also the main fac- 
tor in the treatment of the cases of cardiac 
disease that come under the doctor’s care 
in their very early stages. I have now 
under observation an old woman of eighty- 
four years, who has lived a long, useful 
and none too easy life, including the bear- 
ing of children, in spite of a mitral valvular 
lesion recognized at odd times by different 
physicians who came into her experience. 

The manner of living must be regulated 
to save the heart all work over and above 
its capacity, and all rude shocks of the na- 
ture of intercurrent disease. Under such a 
régime a valvular lesion may never consti- 
tute real cardiac disease and may prove to 
the patient even a blessing in disguise, 

Next to prevention cardiac rest is the 
desideratum in all cases of active heart 
disease. 

Rest.—I have already ventured the state- 
ment that as far as the heart is concerned 
rest is only a figurative and comparative 
term. None the less, only in so far as a 
certain degree of rest is obtainable, is the 
attempt at treatment worth while. Too 
often a crippled heart is driven almost to 
desperation with stimulant medicines and 
overattention on the part of both the doctor 
and nurse, when that for which it begs is 
to be let alone. Very, very seldom are pa- 
tients with cardiac disease put quietly and 
simply to bed, their intestinal tracts swept 
clean, and the tired heart allowed to save it- 
self as only nature knows how. Otherwise 
more cardiac sufferers would symptomat- 
ically recover. Even as matters stand an 
astonishing number of patients actually do 
react under discouraging conditions and re- 
gain temporarily a measure of health, which 
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is usually due to the inherent vitality of the 
individual rather than to the very question- 
able treatment. Cardiac rest is therefore 
the summum bonum, the end to be aimed 
at and attained in all cardiac therapy! How 
may it be obtained and applied? First of 
all by position. The heart performs its 
task most easily with the body in that posi- 
tion which permits of the freest possible 
respiratory excursion with the miminal ef- 
fort. This may or may not be the recum- 
bent posture in the given case. It does, 
however, usually imply the bed. An im- 
provement in the rate and character of the 
heart action may not be apparent even 
within a few hours of the time the patient 
is put to bed. It may require weeks, it 
may demand months, to complete the task. 
But if the heart tone and vigor can still be 
restored, day by day will be noticed a little 
alteration of the rate toward the normal, 
and a corresponding impravement in the 
volume and force of the impulse. Thor- 
ough cardiac rest requires the elimination 
from the body of the toxic substances that 
drive the crippled heart beyond its powers 
of endurance. I have already mentioned 
the toxins manufactured in the gastroin- 
testinal tract. They are all cardiac ex- 
citants and cardiac poisons. Only a daily 
intestinal housecleaning will remove this 
source of danger and difficulty. The food 
supply should not exceed the patient’s 
power to digest. The residue should not 
be allowed to decompose. If drugs such as 
alcohol and tobacco are contributing fac- 
tors there must be no hesitation or delay in 
their complete removal. We have left far 
behind the age in which either of these sub- 
stances was regarded as other than a 
cardiac muscle poison. Other drugs such 
as tea and coffee should be used only for 
definite purposes, and with the knowledge 
that they are cardiac whips, and that the 
heart is already too tired to perform its 
daily or even its nightly routine. 

An active malaria or syphilis will require 
specific medication before an intercurrent 
or resulting cardiac involvement will be 
controlled. 

Probably next in importance in the se- 
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curing of cardiac rest will be the removal 
of all unnecessary peripheral, circulatory 
resistance, namely, the overload of the 
heart. This does not mean the lowering of 
the intravascular pressure, which might 
prove disastrous. The task must be accom- 
plished without depressing the cardiac vigor 
(as by aconite), or spurring the cardiac 
mechanism on to redoubled efforts (as by 
thyroid extract). If it implies the dilata- 
tion of the vessels, without cardiodepres- 
sion or stimulation, I doubt if it can be 
accomplished by means of drugs. The 
warmth of the bed, freedom from even too 
many of the familiar faces of the family, 
the removal of all care and worry, starva- 
tion at first, later a low nourishing diet, 
occasionally warm (not hot) oxygenated 
baths (even in the presence of sclerosis )— 
these are the measures that may be counted 
upon to remove such peripheral circulatory 
resistance as may be safely and deliberately 
set aside. I have already referred to the 
positive relief and rest afforded to every 
vital tissue, and especially to the nervous 
and muscular mechanism of the heart, by 
a thorough daily end-to-end cleaning of the 
bowel. This, it should be remembered, in 
the patient who is gasping for breath and 
fighting for existence does not indicate a 
need for a violent purgative. I think I 
have seen an overactive purgation kill a 
critically ill cardiac patient. It does mean, 
however, the earliest possible emptying of 
the rectum by means of a suppository or 
enema, or both, and as soon as possible 
thereafter the cleansing of the entire tube 
by some bland laxative, preferably castor 
oil, given in palatable form, and in as small 
doses as are likely to prove effective. I 
know of no other laxative that gives a com- 
parable effect in cardiac disease, and none 
that produces so little disturbance and 
harm. 

The obtaining of cardiac rest may also 
require the furnishing of the heart with 
ample room for the performance of its 
duties. There is now in the wards of the 
Philadelphia General Hospital a woman 
with a widely dilated heart in whom three 
serious attacks of dyspnea and cardiac 


arrhythmia have been cut short by the 
aspiration of large quantities of fluid from 
the left pleural cavity. Occasionally the 
evacuation of a pericardial or even an ab- 
dominal effusion will be followed by grate- 
ful results. Oftentimes the distention of 
the stomach or intestines by gas crowds the 
already embarrassed heart for room. In 
such cases the end to be striven for is 
obvious. 

I know of but one drug that will accom- 
plish anything that approaches the much-to- 
be-desired combination of new vigor and 
rest. That drug is opium, best adminis- 
tered in the form of small and frequently 
repeated hypodermic doses of morphine. 
Both with a view to obtaining the all- 
essential sleep, and of quieting the nervous 
overaction of the heart, morphine when 
properly used will furnish results that will 
prove gratifying to those who have up to 
now failed to afford it a trial. Heroin and 
codeine may also be given hypodermically, 
and will usually produce similar results. 
Occasionally these two alkaloids lead on 
without warning into a sudden collapse, 
that can best be attributed to central poison- 
ing. I have never experienced such an un- 
toward result from the intelligent use of 
morphine in the distressing phases of 
cardiac disease. 

After morphine I place in order of 
value the application of heat or cold, 
directly over the precordia, preferably the 
ice-bag or the ice-coil, or, when the patient 
complains of the cold, the hot-water bag 
or coil. I have witnessed many instances 
in which the application of the ice-bag, oc- 
casionally superimposed over a blister, has 
afforded not only subjective relief to the 
patient, but a gradual, decided lowering of 
the pulse-rate and a strengthening and 
steadying of the general cardiac mechanism, 
as evidenced by the disappearance of the 
thready, arrhythmic apical pulse, and its 
replacement by a much fuller, more regular 
impact. The improvement in the general 
condition of the patient has lent additional 
emphasis to the value of this simple 
measure. It seems to accomplish its result 


by affording rest and confidence to a tot- 

















tering régime, even the momentary salva- 
tion of which may be converted into a con- 
tinued and permanent stability. 

The climate and fresh air should not be 
ignored. As soon as exertion seems safe 
and favorable a cardiac patient should be 
moved from a moist, cold atmosphere to 
one that is dry and warm, and of only a 
very moderate elevation. Just as many a 
delirious, laboring, febrile case of pneu- 
monia takes on an altogether different and 
distinctly more favorable aspect when 
placed in the open air, so the cardiac 
muscle finds one of its natural tonics and 
sedatives in oxygen in the combination and 
proportion in which it is found in dry, 
warm, outdoor air. 

Sleep is an indispensable. Without it no 
cardiac sufferer ever won a hair-line de- 
cision in his fight. When we fail to assist 
nature to secure her own chosen method of 
rest, we appear poor physicians at best, and 
obtain correspondingly poor results. It may 
be laid down as an axiom that the cardiac 
patient in whom sleep cannot be induced in 
fresh air short of heavy narcotization is 
fighting a losing battle and is doomed from 
the start. Not one of the coal-tar products 
is available in cardiac disease; chloral is 
also under the ban; the bromides are sel- 
dom effective and too liable to disorder an 
empty digestive tract. We fall back at 
once upon morphine, already mentioned as 
the ideal drug in the premises. When mor- 
phine furnishes sleep and rest, we have 
made our first and most difficult advance. 
If morphine fails in the emergency, only 
Providence can bring quiet and ease. 

Mechanical Measures—Of the mechani- 
cal therapeutic measures that can be ap- 
plied to the failing or crippled cardiac 
mechanism, I have already mentioned the 
most important among the measures sug- 
gested with a view to obtaining cardiac 
rest. There is not one that will hinder or 
delay or bring to an end an already accom- 
plished valvular lesion. It is even a ques- 
tion whether or not we can influence val- 
vular disease effects once they are under 
process of formation. Nearly all of the 
procedures suggested will, however, assist 
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in minimizing the resultant disease of the 
cardiac musculature, and aid in rendering 
the subsequent life of the patient more 
likely a bearable and useful one. 

The application of heat or cold locally 
over the heart, or of heat especially in the 
form of warm (not hot) oxygenated baths, 
if properly applied, is often of great service 
in restoring the balance of the cardiac 
mechanism. Even the Nauheim baths and 
the Schott system of graduated exercises in 
carefully chosen cases may be of value. 
The first bath will nearly always indicate 
the advantage or disadvantage to be ob- 
tained. When the procedure renders the 
patient dyspneic and cyanotic and restless, 
or induces collapse, instead of the bouyancy 
and tingling and uplift that should be 
gained, a second experiment had better not 
be ventured. I have not found, however, 
that any rule can be laid down for the 
choice of patient. One with extremely low 
and another with a distressingly high intra- 
vascular pressure may gain equal benefit 
from the brief warm, oxygen or CO, bath. 
On the other hand either or both may ob- 
tain only harm from such measures. It is 
probably safer to experiment with brief 
warm (100° to 105° F.) wet packs applied 
in the bed before attempting the full en- 
deavor with the tub. 

General, judicious massage is one of the 
most valuable adjuvants of the other 
forms of treatment of cardiac disease. By 
assisting in a quiet way in the equalizing of 
the blood distribution, it often conduces ap- 
preciably to the removal from the weary 
heart of the overburden of obstruction in 
congested organs. The massage may con- 
sist of the veriest trifle in the form of ex- 
ercise, or it may be made vigorous enough 
to lead up to actual use of the limbs and 
body in the performance of their ordinary 
functions. 

Bare mention need be made here of the 
effect of direct massage of the heart fol- 
lowing collapse in surgical and other pro- 
cedures. It forms rather a measure for the 
restoration of normal cardiac activity than 
for the treatment of cardiac disease. In 
the same manner cardiac surgery apart 
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from suture, in the case of stab wounds, is 
still in the stage of laboratory experiment, 
and may only in the far distant future 
emerge into practicality and become more 
than a dream. 

Counter-irritation in the form of a 
blister over the precordium is often a most 
valuable means of toning down and quiet- 
ing an angry, nervous cardiac action. Cup- 
ping never serves the same purpose, except 
when applied over the bases of congested 
lungs, when the relief to the embarrassed 
heart may be prompt and decided. 

Bleeding (venesection) is indicated in 
cases in which the right heart is evidently 
laboring under a greater load than its al- 
ready thinned and characterless walls, 
never very powerful, can carry, both by 
lessening the total volume of the blood 
stream, and indirectly the accumulation in 
the lungs and in every other congested 
organ. Venesection may withdraw just 
enough of the peripheral resistance to en- 
able the cardiac muscle to recover its tone. 
Yet there are many crippled hearts that 
need more instead of less blood for their 
own nourishment and exercise, and for the 
successful feeding of the rest of the body. 
Such a heart is that of mitral stenosis, or 
of the far less frequent tricuspid obstruc- 
tion. To bleed such a patient before the 
stage in which the right heart has become 
engorged, or one with any form of high- 
grade aortic disease, will neither prove safe 
nor rational, nor be rewarded by gratifying 
results. 

Electricity is occasionally of great bene- 
fit, especially in the form of a weak gal- 
vanic current applied directly over the 
precordia, the patient lying directly over 
one pad. Here again the experiment must 
be tested and the repetition based upon the 
result in the form of benefit or distress in 
the individual case. I have more than once 
seen an apparently dead human heart re- 
sume its action under the light application 
of the electric brush, and make at least a 
creditable, even if usually a losing, en- 
deavor to resume the performance of its 
function. 


Finally an occasional lavage of the bowel 


with hot saline or sodium bicarbonate 
solution has often proved a positive stimu- 
lant for failing vital forces, among them the 
heart. Given high up in the intestine, with 
the hips well elevated, and at the rate of 
approximately a quart in a half-hour, they 
seem not only to quiet dyspnea, but to reg- 
ulate the uncertainty of action in a failing 
cardiac mechanism, probably furnishing 
through the salt an additional tone to the 
vessel walls, including those supplying the 
heart fibers, and by furnishing both heat 
and fluid to a circulation that is suffering 
from a shortage of both. 

Finally a word or two with respect to 

Drug Treatment.—I enter upon this 
phase of the subject with considerable re- 
luctance. Surely in no other pathological 
field is the list of drugs so devoid and 
empty of one or more that will certainly 
accomplish the desired result. Of course 
the reason is plain. In mild and gradually 
developing cardiac disease drugs are not 
needed and had far better be let alone. 
Hygienic measures will accomplish every 
benefit that can be obtained. In cases of 
advanced cardiac disease the muscle of the 
heart is, in most instances, beyond respond- 
ing more than feebly to any controlling 
tonic or nourishing influence. Probably 
more benefit can be obtained from bella- 
donna (in the form of. the alkaloid atro- 
pine) than from any one other medicament. 
Both as an active cardiac stimulant, and 
yet at the same time in no way an irritant, 
atropine serves the double purpose of in- 
vigorating relaxed and tired fibers, and of 
encouraging competent respiratory action. 
In addition it seems to exercise an inhibi- 
tory influence over the conditions that tend 
to edematous infiltration of the lungs. If 
any drug can appreciably assist an attempt 
at rehabilitation on the part of the heart, 
atropine is that one. I believe, however, 


that we have no medicament competent to 
initiate that attempt, and that the heart that 
is incapable of undertaking the beginning 
of its own restoration is little likely to be 
aided by atropine or any other remedy. On 
this basis we may rapidly enumerate the 
very brief list of drugs that have withstood 














the test of the era of therapeutic nihilism 
that has just swept by. With regard to the 
helpfulness of morphine as a cardiac tonic 
and sedative I have already expressed my- 
self at such length that I will not venture 
to repeat. Digitalis and strophanthus are 
valuable when a long, steady pull is pos- 
sible, and when there is no urgency on the 
score of the imminent dissolution of the 
patient. Both drugs contain principles that 
often cause their rejection by the stomach, 
digitalis showing this tendency more often 
than strophanthus. The action of both is 
exerted primarily upon the ganglia and the 
musculature of the left ventricle, directly 
increasing the power of the latter. By 
means of digitalis the diastolic pause be- 
tween the successive contractions of the 
heart can be lengthened, and early arrhyth- 
mic tendencies set aside. Digitalis on occa- 
sion also acts remarkably well in those in- 
teresting and now easily recognized cases, 
auricular flutter and auricular fibrillation. 
Mackenzie goes so far even as to say that 
by the controlling action or non-action of 
digitalis in supposed instances of these con- 
ditions is proved the correctness of the 
diagnosis, so sure does he consider the drug 
to act in their presence. I cannot say that 
my own experience has fully borne out the 
infallibility of either digitalis or strophan- 
thus in auricular flutter or any other fea- 
ture of cardiac delirium and distraction. 
The derivatives digitalin and strophanthin 
are also of occasional utility. It is of in- 
terest to note the gradual departure of 
cardiac therapeutists from their belief that 
digitalis, especially when administered by 
the mouth, exerts any appreciable influence 
in contracting peripheral vessels or in rais- 
ing intravascular pressure. In the labora- 
tory and in healthy animals this reaction 
can always be obtained. At the bedside, 
and in the exhaustion of a toneless cir- 
culatory system, the influence of the drug 
is so slow as to be tedious, and so doubtful 
as to deserve not too great a measure of 
advance praise. 

Spartein is one of the more helpful of 
the second division of really valuable drugs. 
Strychnine, especially when the stomach 
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will tolerate large doses of the tincture of 
nux vomica, is often a bulwark in time of 
need. The alkaloid is usually administered 
in too large doses and over such long 
periods of time that the patient is prone to 


suffer from an accumulated store. Cam- 
phor, caffeine, ammonia, are all cardiac 
whips, and their influence is gone almost as 
soon as it has been exerted. Theocin will 
often appear to benefit until the congested 
stomach rebels. In cases in which the kid- 
neys are an important pathological factor 
the vomiting will not be long postponed, or 
the renal damage remain a matter of 
doubt. Of the cardiac depressant class of 
drugs, incliiding alcohol, nitroglycerin, 
veratrum viride, and aconite, little need be 
said except that they are not of benefit in 
genuine cardiac disease. Occasionally in 
a case of high systolic pressure, as in 
a sthenic patient with the great left ven- 
tricle and the water-hammer pulse of 
aortic insufficiency, aconite will both quiet 
the cardiac overaction and dilate the ves- 
sels at the periphery. It is a treacherous 
drug, however, and the patient who is 
under its influence requires careful obser- 
vation and watching. 

In closing I would have it known that I 
am in no way endeavoring to belittle the 
influence of drugs in cardiac disease. On 
occasion they may serve the purpose in- 
tended. I do wish, however, to emphasize 
the fact that the hospitals record hundreds 
of instances of cardiac decompensation 
converted into full cardiac competence 
without the assistance of a grain or a drop 
of adrug. I have so often watched side by 
side two or more seriously ill cardiac cases, 
seemingly identical, the one treated with a 
shower of medicaments by an incorrigible 
interne, and the other spared all save the 
restful tonics of internal good housekeep- 
ing, fresh air, and a scrupulous “Tetting 
alone’—and have so regularly seen the 
race to convalescence won by days of time 
by the drug-spared patient—that I am be- 
ginning to wonder at last whether in grave 
cardiac cases we had not better as a routine 
forego the temptation to “give something” 
for fear of a seeming inaction. On the 
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other hand, in syphilitic cardiac disease, 
mercury, the iodides, and perhaps salvarsan, 
are at once indicated. In preventing the 
cardiopathies of diphtheria, enthusiasts are 
suggesting massive doses (even 300,000 
units and more) of the antitoxin. In ma- 
larial toxemias and cardiac affections quin- 
ine and arsenic and iron are of course in 
demand. These few instances of specific 
drug therapeutics would almost render one 
reluctant to return to the general run of 
cardiac insufficiencies in which we must ad- 
mit that the best and most successful treat- 
ment does not rest its case upon the admin- 
istration of medicaments, if it were not that 
after all, we have the privilege of relying 
upon the faculty possessed by most human 
hearts of recuperating spontaneously from 
very rude shocks and blows. In the hos- 
pital wards we are daily astounded by the 
recoveries of hearts that seemed hopelessly 
forlorn. We have gradually learned to say 
to the interne as well as to ourselves: 
“Hands off; only hygienic treatment here!” 
The valuable lesson learned has been one 
of willingness to attribute at least a small 
portion of our success in these cases to 
Providence and to the inherent tendency of 
the human heart to regain its tone. 





THE THERAPEUTIC ACTION OF IN- 
TERNAL SECRETIONS. 

The influence of the various ductless 
glands on the physiological processes of the 
body is now well established, and in the 
case of the thyroid the therapeutic use of 
the substance of the gland is universally 
adopted in cases of myxedema and cre- 
tinism, while good results are recorded from 
time to time from the employment of other 
gland preparations. It is not yet clear to 
what extent the ductless glands form a cor- 
related system, in which the products of one 
organ assist or balance those of another, 
but many observations point to the exist- 


ence of some mutual influence. For exam- 


ple, in Graves’s disease the thymus is often 
found to be persistent and enlarged, and if 
the suprarenal glands are removed in rab- 


bits the pituitary body becomes hyper- 
trophied. Hypertrophy of this gland may 
also be encountered after thyroidectomy, 
while in myxedema along with atrophy of 
the thyroid gland the genital organs also 
waste. In acromegaly which seems to be 
associated with overaction of the pituitary 
gland, the thyroid may be enlarged and the 
genital organs diminished in bulk. If this 
correlation of effect really exists, it is theo- 
retically possible that for therapeutic pur- 
poses the use of a combination of gland 
preparations might prove superior to that 
of one alone. 

The experimental employment of such a 
combination has been carried out by Dr. A. 
S. Woodwark, who records his observa- 
tions in the current volume (1912) of St. 
Bartholomew’s Hospital Reports. The type 
of disturbance caused by excessive or defec- 
tive action of the ductless glands is seen 
either in sexual changes, in developmental 
defects, in disturbances of nutrition, such 
as rickets and obesity, or in mental de- 
ficiency. Such disorders, therefore, afford 
the most likely ground for trial of the 
remedial efficacy of gland preparations. Dr. 
Woodwark prepared tablets consisting of 
one grain each of thyroid, thymus, supra- 
renal, and pituitary substance, and made 
use of these in cases of myxedema, of Mon- 
golian idiocy, of obesity, and of rickets. 
Three patients suffering from myxedema 
and one cretin all showed improvement, 
and three Mongolian imbeciles, aged re- 
spectively six, four, and two years, all im- 
proved mentally, becoming cleaner, quicker, 
and more intelligent. Several cases of 
active rickets, one being associated with 
achondroplasia, all seemed the better for 
taking the tablets, and two obese subjects 
out of five also improved, but of the re- 
maining three one suffered from palpita- 
tion apparently due to the remedy. These 
figures are not large enough to enable us 
to draw any definite conclusions as to the 
value of combined gland preparations in 
the treatment of disease, but they at least 
encourage further attempts to investigate 
this line of medication—Lancet, June 21, 
1913. 











EDITORIAL. 


THE VALUE OF TUBERCULIN. 





The fact will be recalled that we have 
from time to time published in these 
columns expressions of opinion as to the 
employment of tuberculin, not for diagnos- 
tic purposes, but in order to induce cura- 
tive results. In the leading articles, which 
express the opinions of the editor, we have 
steadfastly maintained that tuberculin was 
a very much overrated remedy; that it was 
by no means a safe remedy; that the cases 
in which its use is justifiable are very 
limited in number; and that if employed at 
all it should be used only by those who 
have wide experience in its administration 
and in the study of cases after it has been 
given. On the other hand, we have been 
convinced that it is our duty to present to 
the readers of the GAzETTE both sides of 
this question, and as a result of the recog- 
nition of this fact we have from time to 
time published articles in our Progress 
columns and original articles which have 
more or less favorably indorsed this method 
of practice. 

As the years go by, wide reading and 
further experience convince us more and 
more of the correctness of our own views, 
and this notwithstanding the fact that from 
time to time some one becomes enthusiastic 
and optimistic as the result of his own per- 
sonal experience. In the Progress columns 
of this issue of the GAZETTE we publish an 
abstract of a notable contribution made by 
Dr. Hector Mackenzie in the form of an 
address delivered before the Fifth Annual 
Conference of the National Association for 
the Prevention of Consumption and Other 
Forms of Tuberculosis, which is published 
in the Lancet of August 23, 1913. Dr. 
Mackenzie is well known to medical clin- 
icians throughout the English-speaking 
world. He is Consulting Physician to the 
Brompton Hospital for Consumption, one 
of the largest hospitals devoted to diseases 
of the chest that exist, and he is also Phy- 
sician to St. Thomas’s Hospital, London, 
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one of the largest general hospitals in the 
world. He states that it is his object to 
try and give a plain and fair account of this 
subject, and it is his wish that those who 
read what he has to say should distinguish 
proved facts from conclusions, deductions, 
assumptions, or inferences which can only 
be accepted as provisional or as working 
hypotheses. 

He then proceeds to review Bardswell’s 
original observations and experiments, to 
discuss the tuberculin reaction, the value of 
tuberculin as a therapeutic agent, and the 
natural course of tuberculous disease as 
well as the methods of administering tu- 
berculin. We think that he has summed up 
the matter very well in the article which 
we have quoted and to which we refer our 
readers. Perhaps the sentence which best 
expresses his views and our own concerning 
this matter is that which reads as follows: 
“Vaccine treatment as a whole is on its trial, 
and if we except staphylococcus infections, 
no more can be said for vaccines than for 
tuberculin. I have never seen a person who 
has been cured of a disease by vaccines of 
which he could not get well without.” 

In this connection we also wish to 
call attention to the conclusions arrived at 
by Sir James K. Fowler, also Consulting 
Physician to the Brompton Hospital for 
Consumption and to the King Edward 
VII. Sanatorium, in an article entitled “The 
Value of Tuberculin in Pulmonary Tuber- 
culosis,” which is published in the Lancet 
of August 9, 1913. Before giving his con- 
clusions, however, we wish to quote this 
pregnant sentence: “The experience so far 
gained at King Edward VII. Sanatorium 
lends no support to the statements that the 
temperature in a febrile case can be reduced 
and the activity of the disease diminished 
or arrested by the use of tuberculin, or in- 
deed, that any obvious effect at all upon 
the patient’s strength, weight, temperature, 
pulse, cough, expectoration or appetite can 
be observed to follow its administration 
during a ‘reactionless course.’ ” 
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The conclusions we have referred to are 
as follows: “The use of tuberculin in any 
form in the treatment of pulmonary tu- 
berculosis is not free from danger. Even 
with exceedingly small initial doses which 
are gradually increased the limit of toler- 
ance may be suddenly reached and a reac- 
tion may occur. 

“Its use is absolutely inadmissible in any 
case in which there is fever. 

“Fever is, as I have always taught, the 
guide to the activity of the disease; there- 
fore the rdle of any remedial agent which 
can only be employed in afebrile cases is 
necessarily very limited. 

“General reactions should be avoided. If 
one occurs the treatment should at once 
cease. To continue tuberculin injections 
with increasing doses in spite of reactions 
is unjustifiable and dangerous to the life 
of the patient. 

“Focal reactions are also dangerous, as 
they cannot be controlled. They may oc- 
cur in the neighborhood of obsolete lesions, 
such as it is the object of all treatment to 
produce. I have reported a case in which, 
under treatment with old tuberculin, a pa- 
tient expectorated four calcareous particles, 
one of which was surrounded by a small 
portion of lung tissue. Subsequently signs 
of excavation appeared at the apex of one 
lung. Calcareous particles are ‘sleeping 
dogs’ which should not be disturbed.” 

It is only fair to add that in the same 
issue of the Lancet, White, of Pittsburgh, 
while admitting that his confession of faith 
may seem a lame affair, adds that he fully 
believes in tuberculin as an aid to treat- 
ment in tuberculous cases. He admits that 
statistical studies are of little value in this 
question, but adds that he can only say that 
he himself, a subject of tuberculosis, has 
for seven years taken tuberculin in some 
form of dose at least every two weeks— 
probably in all over 500 doses. It has done 
him no harm that he is conscious of, and he 
thinks that it has done him good when he 
has taken enough at one time to produce 
a mild reaction. Finally, it is also fair to 
give the final conclusion of Professor 
Sahli, of Berne, who, in a paper published 


in the Lancet of August 9 (see Progress 
article in this issue), concludes with the 
statement that well diluted tuberculin treat- 
ment constitutes a real and great therapeu- 
tical progress. 





INFECTION OF THE URINARY TRACT 
BY THE COLON BACILLUS, AND 
ITS TREATMENT. 





One of the advances which have been 
made by clinical bacteriology is the ready 
recognition of bacterial infection of the 
genito-urinary tract. It is now well recog- 
nized that the colon bacillus is responsible, 
in a large proportion of cases, for lesions in 
this tract, the cause of which had hitherto 
been unrecognized. In some instances the 
bacillus seems to be carried from the 
intestine in the blood-stream, in others to 
pass by the lymphatic channels, and in still 
others to pass through the urinary tract 
from below upward. In some cases prob- 
ably all three pathways are followed. Ina 
large number of instances infection fails to 
take place because the bacillus is immedi- 
ately removed by the urinary stream or else 
destroyed in the tissues or in the urine by 
factors which are antagonistic. In some 
instances the vital resistance of the tissues 
and that of the microdrganisms are so 
evenly balanced that little or no harm re- 
sults. In others, however, very grave 
lesions ensue. 

The symptoms depend largely upon the 
severity of the infection and the part 
of the genito-urinary tract which is in- 
volved. In some instances only frequent 
urination with vesical uneasiness and an 
offensive odor of the urine may be present. 
In others, sharp septic manifestations of 
pyelocystitis or pyelonephritis may develop, 
with sharp chills and rigors, or in still 
others, when the patient is a child, and seri- 
ously ill because of intestinal disorder, the 
onset of pyelitis is obscured by the primary 
condition. Occasionally the symptoms may 
resemble those of remittent fever or typhoid 
fever and may last for days or weeks. If 
the child is young pus in the urine is nearly 
always present. The urine when passed is 
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slightly cloudy, opalescent, or distinctly 
acid, and the microscope will reveal pus 
cells and the colon bacillus. This acid urine 
changes with great rapidity on standing to 
an alkaline urine. 

We have read with much interest a com- 
munication on this subject by Dr. Thomson, 
one of the physicians to the Royal Hos- 
pital for Sick Children, of Edinburgh, 
which is published in the Lancet of August 
16, 1913, in which he expresses the belief 
that in young children the localization of 
the seat of the lesion is exceedingly dif- 
ficult, but roughly speaking, patients who 
have pus and the colon bacillus in an acid 
urine, with no rise of temperature and 
little or no distress, usually have cystitis 
only. Remittent pyrexia with great gen- 
eral misery signifies pyelitis, while a severe 
collapse, with or without pyrexia, often 
indicates grave trouble with the kidney. 
He further believes that if a case of colon 
infection of the urinary tract with high 
fever diagnosed as acute pyelitis undergoes 
thorough alkaline treatment and does not 
show a considerable fall of fever within 
forty-eight hours after the urine becomes 
alkaline, these facts indicate that the kid- 
neys are badly infected. ; 

Colon infection of the urinary tract may 
be seen in very young children—indeed, it 
may occur within the first few weeks of 
life. It is much more common in girls than 
in boys. Thomson thinks girls form about 
%9 per cent of the cases. It is, however, 
noteworthy that during the first six months 
of life far more boys than girls are affected. 

The point, however, in which we are 
chiefly interested, is in connection with 
treatment. It is essential that the patient 
shall urinate freely, and this, of course, 
means that he must consume large quan- 
tities of fluid. If this is impossible it must 
be given through a stomach-tube or by the 
rectum. The bowels should be adequately 
unloaded, and for this purpose he believes 
that sodium phosphate is the best laxative, 
because that portion which is absorbed 
helps to alkalinize the urine, and an alkaline 
urine is unfavorable to the growth of this 
bacillus. The other methods of treatment 


consist in administrations of antiseptics and 
the use of serums and vaccines. For the 
purpose of alkalinizing the urine it would 
seem probable that potassium citrate is the 
most efficient salt to employ in children, and 
possibly in adults. Considerable quantities, 
however, are needed—that is to say, as 
much as 60 grains a day if the patient is 
under two years of age, and often it will be 
necessary to give twice this amount, and 
sometimes even larger quantities. That 
alkalinization of the urine is essential seems 
to be pretty well proved. So far as other 
internal medication is concerned an occa- 
sional dose of calomel is advantageous. 
Whether this acts by its influence on the 
colon bacillus still in the alimentary tract or 
by its slight elimination in the kidney has 
not been determined. Thomson thinks that 
salol in doses of two to four grains a day 
certainly ought to help, and, of course, he 
believes that urotropin and its various de- 
rivatives are of advantage, although he 
recognizes that in some instances they are 
disappointingly ineffectual. His experience 
has also been that vaccines are somewhat 
disappointing. 

Perusal of a short article by Freeman in 
the American Journal for Diseases of Chil- 
dren for August, 1913, leads to conclusions 
which are somewhat more optimistic than 
those advanced by Thomson. He first 
points out that infection of the pelvis of the 
kidney by the colon bacillus, resulting in 
purulent infection, can apparently occur 
with no perceptible rise of temperature at 
any time. He believes, however, that the 
alkaline treatment of pyelitis, while it is 
safe and can control many cases, is dis- 
tinctly less efficient than other methods of 
treatment. Vaccines, autogenous or com- 
mercial, are useful in controlling the con- 
stitutional symptoms of the pyelitis. 
Urotropin in the dose of 14 to 2 grains sev- 
eral times a day to a child will not cure 
certain cases which very much larger doses 
will cure. This drug should, therefore, be 
given in small doses at first, but rapidly in- 
creased, the child and its urine being care- 
fully watched for symptoms of irritation of 
the kidney. These doses of urotropin 
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should not be continued for more than a 
week at a time, and as soon as they have 
been stopped, alkaline treatment should be 
instituted. According to Freeman, doses 
of urotropin amounting to as much as 25 
grains daily to a child of six months, and 35 
to 45 grains a day to a child from nine to 
twelve months, may be given safely if this 
alternate method of seven days of uro- 
tropin followed by alkaline treatment is fol- 
lowed. 





THE INFLUENCE OF ATOPHAN OR 
PHENYLQUINOLIN CARBONIC ACID 
ON URIC ACID ELIMINATION. 





The attention of the profession has been 
called very considerably during the last two 
or three years to the asserted value pos- 
sessed by this substance in the treatment of 
gout and rheumatic affections by reason of 
the belief that it materially increased the 
elimination of uric acid and its compounds. 
For this reason we have read with interest 
a communication which is made to the 
Journal of Pharmacology and Experi- 
mental Therapeutics for July, 1913, by 
Folin and Lyman. These investigators 
studied the case of a man of fifty-five who 
suffered from gouty attacks in the ankles, 
knees, toes, and right hand, and who had 
large tophi in several places, and who still 
further had a large abscess in the forearm 
which showed an abundance of uric acid 
crystals. They found that the administra- 
tion of atophan brought him no relief; that 
the drug did not increase the uric acid out- 
put, nor did it bring about an appreciable 
diminution of the uric acid in the blood. 
They conclude from this patient that 
atophan acts, as Weintraud believes, on the 
kidneys and does not mobilize deposited 
urates. During the examination the pa- 
tient was kept upon approximately purin- 
free diet for two or three days before the 
first sample of blood was taken. In five 
other cases in which there were distinct 
gouty symptoms, however, the administra- 
tion of atophan in every instance led to an 
increase in the uric acid elimination and a 
marked reduction of the uric acid in the 
blood. 


THE ACTION OF CERTAIN OILS UPON 
THE UTERUS. 





In the olden times the oils of tansy, 
pennyroyal, and savin had considerable rep- 
utation as emmenagogues or abortifacients, 
notably pennyroyal. More recently apiol, 
derived from parsley, has been largely used 
as a substitute for these oils. It has been 
recognized for a long time that these sub- 
stances cannot be used as abortifacients 
with success unless the dose which is given 
is so large as to produce abortion by means 
of the general poisoning which ensues. In 
the Journal of Pharmacology and Experi- 
mental Therapeutics for July, 1913, Macht 
has studied the influence of pennyroyal, 
savin, tansy, rue, thyme, turpentine, and 
apiol upon the uterus of the cat, pregnant 
and virgin. The results which he obtained 
show that all of these substances, even in 
large amounts, exerted absolutely no stimu- 
lating action on the uterus; on the contrary, 
they caused it to relax, and even paralyzed 
it, and the tracings which accompany 
Macht’s papers certainly show that his in- 
terpretation of his results is correct. We, 
therefore, have experimental evidence con- 
firming the decision heretofore reached by 
clinicians and already mentioned that the 
“emmenagogue” and abortifacient action of 
these oils is entirely due to gastrointestinal 
irritation or general constitutional poison- 
ing and not to any specific influence upon 
the uterus. 





FUNCTIONAL RENAL TESTS. 





A knowledge of renal capacity both for 
meeting usual conditions, and those of 
special, is oftentimes of no greater import 
to the genito-urinary specialist than it is to 
the surgeon and general practitioner. There 
are many cases of persistently depressed 
vitality without definite symptoms and with- 
out changes in the urine sufficiently gross to 
be recognized as indicative of pathological 
conditions in the kidney which have for 
their basis a depression in renal function. 

Gerachty and Rowntree in the elabora- 
tion of the phenolsulphonephthalein test 
have conferred a priceless boon upon the 
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profession since they demonstrated not 
only the efficiency of the method, at least 
from the surgical standpoint, but also have 
shown how it may be conducted with a 
minimum of pain and inconvenience to the 
patient and by a technique easily and 
quickly carried out by the examiner. Ina 
contribution (Journal of thé American 
Medical Association, Sept. 20, 1913) on 
“The Value and Limitations of Functional 
Renal Tests” they hold that the number of 
functional tests is now so large that it is 
‘neither possible nor needful to utilize all in 
any individual case. Judicious selection of 
tests is the key to the maximum amount of 
information from the minimum expendi- 
ture of time and energy. 

In the case group of unilateral or bilateral 
diseases necessitating ureteral catheteriza- 
tion, it is desirable to have information in 
regard to the total or combined renal func- 
tion without ureteral catheterization, the 
relative function, and the absolute func- 
tional value of each kidney. 

The phenolsulphonephthalein test is the 
best so far as total function is concerned. 
Where leakage and inhibition are absent in 
itself it gives all the necessary information 
in regard to the function of each kidney. 
When its excretion is markedly decreased 
one or another of the retention tests should 
be employed. 

When the ureters are catheterized the re- 
sults may be clouded either by inhibition of 
function or leakage around the catheter. 
Discrepancies due to inhibition can be de- 
tected by the determination by phenol- 
sulphonephthalein of total renal function 
without ureteral catheterization. It is true, 
however, that inhibition is not always equal 
on each side. By the use of Albarran’s 
flute-end catheter it is usually possible to 
secure a complete collection of the urine 
from each ureter, although leakage does 
occur at times in sufficient quantity to 
negative the value of quantitative inves- 
tigation. 

Urea percentage and diastase are of equal 
significance when inefficient secretion oc- 
curs, but when secretion is free and leakage 
occurs diastase is more reliable, since it is 


not so readily affected through dilution. 
Phloridzin is of minor value. 

In regard to the bilateral surgical dis- 
eases secondary to obstruction of the lower 
urinary tract, information concerning the 
total function alone is all that is needed. 
In so far as excretion is concerned phenol- 
sulphonephthalein is needful, differentiating 
as it does those cases with severe renal 
damage and those in which the damage is 
slight. Moreover, it will show improve- 
ment incident to treatment, and this enables 
a wise selection for the time of operation. 
It is quite possible for the urine output, 
urea, and total solids to be practically nor- 
mal, and yet the patient may be on the 
verge of renal failure which will certainly 
be precipitated by a radical surgical inter- 
ference. Lactose is of little value—indeed, 
failing to appear at all in the majority of 
cases, as does glycosuria following the ad- 
ministration of phloridzin. Nor is diastase 
a reliable index. In this group of cases 
tests of retention are of importance and 
should be employed when the phenolsul- 
phonephthalein excretion is low. Urea and 
total incoagulable nitrogen parallel each 
other, so that preferably the urea is deter- 
mined by Marshall’s method. It is prob- 
able that blood-urea will furnish earlier evi- 
dence than cryoscopy. They report three 
cases in their studies in which a high urea 
blood-content was present with a normal 
or practically normal freezing-point. In 
all three, clinical and other functional 
studies indicated severe renal damage. 

Studies of renal function in medical cases 
fall into two great groups: those attempt- 
ing to differentiate between tubular and 
glomerular involvement, and those attempt- 
ing to determine total function. 

Schlayer holds from his studies with 
lactose, water, salt, and = iodide that 
nephritis can be divided from a purely 
functional point of view into four groups, 
namely, purely vascular, vasculotubular, 
tubulovascular, and purely tubular. This 
attempt Gerachty and Rowntree regard as 
fruitless and the classification of renal dis- 
eases founded thereupon as without a basis 
either in clinical medicine or pathology. So 
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little is positively known or proved concern- 
ing specific function of any individual part 
of the kidney that an attempt to classify 
nephritis as has been made by Schlayer is 
premature. They classify medical cases as 
follows: Those clinically suspected of 
nephritis, but exhibiting practically normal 
renal function; mild cases of nephritis 
without cardiac decompensation; cardio- 
renal cases; and chronic passive congestion 
in cardiac cases umnassociated with 
nephritis. 

In cases of mild nephritis without cardiac 
decompensation, a normal or practically 
normal phenolsulphonephthalein is some- 
times encountered, together with a delayed 
lactose excretion. The lactose test may be 
accepted as an index of vascular disturb- 
ance, but a decreased lactose does not neces- 
sarily mean a glomerular nephritis. With 
a normal phenolsulphonephthalein output, 
tests of retention are not necessary. In cases 
of advanced nephritis the phenolsulphone- 
phthalein is decreased according to the se- 
verity of the lesion. The lactose is invari- 
ably delayed. In this group of cases its 
total suppression is of considerable prog- 
nostic significance, in contrast to its lack of 
prognostic value in obstruction in the lower 
urinary tract. 

The salt test should be utilized in all se- 
vere cases, whether edema be present or 
not, in order to determine the capacity of 
the kidney to excrete salt as well as the 
quantity and effect on concentration of the 
urine. The total diastatic content of the 
urine is usually decreased, but the extent of 
its decrease is not always proportional to 
the amount of functional injury. From 
the prognostic standpoint cases of severe 
nephritis should be subject to one or more 
of the tests of retention, together with the 
phenolsulphonephthalein test. Cumulative 
phenomena add to the seriousness of the 
prognosis. In cardiorenal cases character- 
ized by the presence of severe renal symp- 
toms the finding of a good phenolsul- 
phonephthalein output, along with the ab- 
sence of cumulative phenomena, points to 
the heart as the responsible factor. 

Low phenolsulphonephthalein output, to- 


gether with cumulative phenomena, indi- 
cates a severe lesion of heart or kidneys, or 
both, and in any instance a serious progno- 
sis. A low output of phenolsulphonephtha- 
lein existing after marked improvement in 
the cardiac condition indicates serious renal 
disease. 

In broken compensation, unassociated 
with nephritis, lactose is always delayed, 
perhaps markedly. Diastase content of the 
urine is low. The phenolsulphonephthalein 
test, except in the severest types of conges- 
tion, is surprisingly good, while cumulative 
phenomena are practically never encount- 
ered. In cases in which the phenolsul- 
phonephthalein output is low, with the first 
indication of cardiac improvement it im- 
mediately rises. 

In severe renal or cardiorenal disease, as- 
sociated or not with edema, the application 
of the salt test is of great importance. 

It has been found that there is an excep- 
tional type of case showing edema, albumin 
and casts, in which the general function is 
normal except for salt; indeed, a hyper- 
permeability may exist for other substances, 
the salt alone being delayed in its excretion. 

In functional studies it is possible to 
ascertain when uremia is impending even 
when there are no clinical evidences of this 
fact. With the continued failure on the 
part of the kidney to excrete phenolsul- 
phonephthalein, lactose, etc., associated with 
a continuous marked and increasing ac- 
cumulation of urea or total incoagulable 
nitrogen, or low serum freezing-point, one 
is perfectly safe in predicting the early ap- 
pearance of uremia regardless of the under- 
lying pathologic condition. 

It must be remembered in interpreting 
results of functional studies that identical 
functional pictures carry very different 
prognostic significance in different clinical 
and pathologic associations. Extremely 
low functional capacity in chronic nephritis 
means death, whereas in obstruction in the 
lower urinary tract with urinary retention 
and back pressure the injury may be mostly 
functional or temporary, so that following 
appropriate treatment a fair or good 


capacity is again established. 
q 
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STATE CONTROL OF SYPHILIS. 





It is obvious to all thinking persons that 
ultimately venereal diseases because of their 
transmissibility, of the perfect knowledge 
which we have as to the means of trans- 
mission, the cost to the State incident to this 
transmission, and the bearing which con- 
cealment has upon insurance and upon em- 
ployers’ liability, must ultimately come 
under State control at least to the extent 
that other contagious diseases are thus con- 
trolled—i.e., that they must be with per- 
haps certain restrictions made reportable, 
and that during the contagion stages those 
suffering from them must be distrained 
from disseminating them. French (Lancet, 
Sept. 27%, Oct. 4, 1913) notes that 11 per 
cent of male private and 8 per cent of male 
pauper admissions to lunatic asylums in 
Great Britain are due to syphilis. There 
were estimates of 125,000 male syphilitics 
in Paris in the year 1899. Fournier stated 
that there were 17 syphilitics out of every 
100 adult men. Taking the British army as 
the only existing index as to the relative 
prevalence in civil communities the average 
number of cases constantly with syphilis 
registered for two or three years and under- 
going treatment is probably 3 or 4 per cent 
of troops; this is much higher amongst 
troops in England than among those abroad. 
Fournier noted that fully 25 per cent of 
all the females whom he had seen in pri- 
vate practice had contracted syphilis inno- 
cently and undeservedly. 

From the mere population point of view 
as well as for the perpetuation of a healthy 
race, control of venereal diseases at the 
source has become absolutely essential. 
This indeed has become the most important 
social problem of the day. Alcohol plays 
an important part in conducing to sexual 
immorality, and, if disease is contracted, in 
perpetuating syphilis and in causing re- 
lapses. In conjunction with syphilis it is 
responsible for 27 per cent of private and 
31 per cent of pauper male admissions to 
lunatic asylums in the United Kingdom. A 
careful study fails to show, however, that 


reduction in venereal diseases in the British 
army in recent years is due to the growth of 
temperance. 

There are two essentially different modes 
of state intervention: First, the system 
known as state regulation, which implies 
inspection of prostitutes; secondly, noti- 
fication, which requires doctors to report all 
cases of actually existing disease in persons 
in whatever class or sex to the health au- 
thorities, who inquire into the means of 
segregation and treatment. As in the cases 
of other infectious diseases this implies a 
certain outlay for hospital accommodation 
and food, but it repays the state a hundred- 
fold. 

French summarizing the means at our 
disposal to control syphilis considers that 
there are three main principles involved: 
First, control of the source, which is con- 
cerned with prostitution before disease is 
contracted or spread. This embraces med- 
ical notification of the disease; suppression 
of street solicitation; protection of orphans 
and destitute children. Second, prevention 
by medical measures—i.e., the establish- 
ment of professorships at large ‘hospitals; 
instruction of students and the public. 
Third, moral and religious considerations. 
These conditions are most applicable to 
youth and adolescence before disease is 
contracted. 

French holds that it is self-evident that 
to control disease which is the direct out- 
come of uncontrolled prostitution it be- 
comes necessary to first effectually control 
all persons who practice it. This he be- 
lieves is the really important consideration 
as regards the community. In the absence 
of the fulfilment of the impossible ideal, 
such as the abolition of prostitution, which 
has always existed, and unfortunately must 
continue to do so for all time, since it is 
largely dependent on poverty, he regards it 
as necessary to control its undue exercise by 
police administration. 

Of the many excellent suggestions con- 
tained in this article perhaps that most 
likely to prove distinctly helpful in this 
country is the one in regard to notification. 
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This implies necessarily provision at State 
expense for the segregation of infected 
sources until such time as they may be 
cured. Though some few communities 
have endeavored to regulate prostitution, 
the results even when collected by those 
favorable to the scheme have been entirely 
disappointing and unsatisfactory. Many 
who have given the subject most careful 
thought believe that a general education 
as to the disastrous consequences of immor- 
ality will do more to lessen the incidence 
of venereal disease than any other single 
factor. This belief is founded on hope 
rather than any actual experience. It is 
undoubtedly true that the strongest in- 
fluence toward a cleanly life is that emanat- 
ing from the home and school. 

French’s argument as to the minor part 
played by alcohol in venereal incidence is 
entirely unconvincing. It is not the habit- 
ual drinker who is most prone to the sex- 


ual impulse, but the habitual abstainer or 
occasional drinker, whose sense of propor- 
tion and self-control are temporarily over- 
whelmed by an unwonted indulgence in 
liquor. 

It has been frequently stated by those 
best fitted by life and environment to know 
that were all alcohol to be suddenly re- 
moved from any given city every brothel 
would be closed in a month. 

The time is ripe for something more 
than talk. It is certainly ripe for wide in- 
struction as to consequences and a general 
knowledge of the fact that even after ex- 
posure venereal disease can usually be pre- 
vented by a prompt prophylactic treatment 
skilfully applied. It is ripe for holding 
legally responsible those who spread the 
disease, and is probably ripe for notifica- 
tion, State control, and the expenditure of a 
sufficient amount of money to afford some 
protection for the community at large. 





REPORTS ON THERAPEUTIC PROGRESS. 


TUBERCULIN TREATMENT. 


SAHLI in the Lancet of August 9, 1913, 
sums up his views on this complex theme 
as follows: 

First: All the various tuberculins are 
essentially identical. The apparent differ- 
ences are dependent on the various degrees 
of admixed impurities. The active princi- 
ple of all tuberculins is the protein of the 
tubercle bacilli. There is no proof of the 
existence of a tubercle exotoxin. The fact 
that it is impossible to produce high sensi- 
bilization for tuberculin by previous tuber- 
culin infection in healthy animals is no 
argument against tuberculin being actually 
the toxin of tuberculosis. The best tubercu- 
lins are those prepared from cultures as 
free as possible from adventitious albumins. 

Second: To avoid disastrous mistakes in 
therapeutic dosage it is advisable to pro- 
vide the practitioner with tuberculin in suit- 
ably graduated dilutions, as is done in the 
case of Beraneck’s tuberculin. Not only 


the absolute dose but also the concentration 
of the dilution is of importance. The same 
dose will prove more active in concentrated 
solution than when further diluted, because 
of the greater rapidity of absorption. 

Third: The use of tuberculin for diag- 
nostic purposes ought to be condemned. It 
is unreliable both positively and negatively. 
Diagnostic injections are dangerous. The 
only diagnostic procedure Sahli advises is 
the cutaneous reaction with graduated dilu- 
tions. Its purpose is not diagnosis in the 
ordinary sense, but the determination of 
tuberculin sensibility in order to fix the 
proper initial dose for treatment. 

Fourth: Tuberculin treatment is free 


from danger only if more obvious clinical 
reactions are avoided. In this case it is so 
harmless that it may be undertaken even 
when the diagnosis is not absolutely certain 
in order to effect prophylaxis in cases in 
which infection is probable, although the 
Only such a mild 


disease is quiescent. 
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method allows one to derive all the benefit 
possible from tuberculin treatment. Tuber- 
culin treatment is chiefly valuable in incipi- 
ent cases. 

Fifth: In advanced cases tuberculin 
treatment may sometimes produce a certain 
symptomatic effect, but this effect does not 
compare with the utility of tuberculin in 
incipient cases. 

Sixth: In order that tuberculin treat- 
ment should be widely available for the 
most favorable incipient cases, it is indis- 
pensable that the general practitioner, and 
especially the family physician, should ren- 
der himself proficient in tuberculin treat- 
ment. 

Seventh. Correct tuberculin treatment is 
only possible if based on a solid and thor- 
ough knowledge of the action of tuberculin. 
Sahli has laid special emphasis on this point 
in his monograph on the subject, the fourth 
edition of which he presented to the recent 
Tuberculosis Conference. 

Eighth: The theory of the therapeutical 
action of tuberculin may now be regarded 
as well established. The therapeutical 
action is essentially of the same kind as the 
tuberculin reaction. Even so-called reac- 
tionless tuberculin treatment is based on 
reactive processes. The reaction of tuber- 
culin consists in stimulation of the natural 
healing forces. The significant factor is 
the increased production of what Sahli has 
called inflammatory antibodies and the spe- 
cific tuberculin amboceptor. The latter has 
the effect of increasing both the local coun- 
ter-action in the foci by the production of 
tuberculin-opyrin and the general detoxica- 
tion of the preformed tuberculin. This 
detoxication depends upon the decomposi- 
tion of the tuberculin by the amboceptor 
over the intermediate stage of tuberculin- 
opyrin into innocuous and inactive pro- 
ducts. This detoxication is especially the 
cause of the antithermic effect of small 
doses of tuberculin. 

Ninth: Tuberculin acts favorably only 
in cases in which the human organism is 
not already sufficiently under the influence 
of absorbed tuberculin—that is, generally 
in slighter cases. 


Tenth: It is not necessary to increase 
the doses of tuberculin to the furthest limit 
of tolerance. Many cases improved more 
with a much smaller dose, which Sahli 
designates the individual optimum dose. 
This optimum dose ought not to be 
overstepped. 

Eleventh: The large doses of the tuber- 
culin recommended recently for the pur- 
pose of reducing temperature have no cura- 
tive action. The reduction of the tempera- 
ture depends in these cases only on an arti- 
ficial production of an anti-anaphylactic 
state—that is, the same condition of things 
which causes the advanced cases not to 
react to tuberculin. 

Twelfth: Tuberculin treatment has not 
the character of a true immunization, 
though it produces immunizatory effects in 
the organism. In actual immunization one 
tries to produce as completely as possible a 
state (Sahli wishes to emphasize the word 
“state”) of immunity. This is impossible 
of attainment in tuberculosis. In tuberculin 
treatment one looks only for stimulation 
and activation of the counter-actions of the 
body at each injection. To try to express 
the mode of action Sahli has called the 
therapeutical action of tuberculin an im- 
munizatory healing action, in opposition to 
actual immunization, which is a final state 
never obtained in tuberculosis. 

Thirteenth: All localized tuberculosis is 
suitable for tuberculin treatment, provided 
that the patient’s system is not already 
overloaded with tuberculin, and he is, there- 
fore, too seriously ill. Asa rule acute cases 
cannot be treated by tuberculin. 

Fourteenth: Tuberculin treatment by 
means of multiple cuti-reactions after the 
method described by Sahli at the Interna- 
tional Congress on Tuberculosis in Rome, 
1912, has been proved harmless, and useful 
especially for incipient cases. It is based 
on the principle of enlarging the reactive 
surface. The strongest local (cutaneous) 
reaction is produced with the smallest 
amount of tuberculin. 

Fifteenth: Well-diluted tuberculin treat- 
ment constitutes a real and great therapeu- 
tical progress. 
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TUBERCULIN TREATMENT. 

Hector MACKENZIE, in the Lancet of 
August 23, 1913, says that no one can rea- 
sonably maintain that we have in tuberculin 
a direct cure for tuberculosis. Tuberculin 
is the most powerful poison known for per- 
sons or animals infected with tuberculosis. 
Tuberculin is itself the lethal principle of 
the tubercle bacillus, but it is only lethal 
when the body has been infected and when 
the body forces have been already in con- 
flict with tubercle bacilli. When natural 
cure or arrest takes place, immunity to the 
toxin does not necessarily follow, and only 
a relative immunity to the bacilli ensues. 
Therefore, if we attempt to follow nature, 
what we ought to try and bring about is an 
immunity to further infection with the 
bacilli. The most that can be claimed for 
tuberculin is that it calls into being or stim- 
ulates to activity the antagonistic forces 
inherent in the body for combating tubercu- 
lous infections. 

When we speculate as to what influence 
treatment by the reactionless method has 
had on the tuberculous lesions, then we 
cease to be on sure ground. When tubercu- 
lin produces a focal reaction, which it gen- 
erally does when it produces a general reac- 
tion, we have good reason for believing that 
certain changes take place in the neighbor- 
hood of the tuberculous lesion. We have 
no certainty as to what happens when 
tuberculin is given in such doses that no 
general reaction is ever produced. All that 
we are justified in claiming as the result of 
the reactionless method is that we produce 
a state of tolerance toward tuberculin. But 
this condition of tolerance does not keep up 
long at the level reached after the tubercu- 
lin is stopped. 

Provided a particular mode of treatment 
of tuberculosis is not absolutely harmful, 
one could by careful selection of cases show 
wonderfully good results. Even where no 
selection of cases is made it is common 
experience that the general tendency of 
cases which come under medical treatment 
of any kind is toward improvement. But 
every one who uses tuberculin uses it in 
selected cases. The physician who uses 


tuberculin in ambulant cases at a dispen- 
sary uses it in selected cases. The very 
fact that the patient is well enough to come 
to the dispensary for treatment is a favor- 
able point to begin with, and a selection in 
favor of the success of the treatment. If 
he is febrile he is put down as mixed infec- 
tion and unsuitable for tuberculin. The 
physician who uses tuberculin at a hospital 
will use judgment in the selection of cases. 
If he employs tuberculin his best cases will 
be chosen for the treatment. The same is 
true at a sanatorium, where the best, not 
the worst, cases will have tuberculin treat- 
ment. The physician practicing at a health 
resort will select his cases for tuberculin, 
and cases which go to a health resort are 
already more or less selected cases. 

In judging of results we must bear in 
mind that a favorable type of the disease 
must in most cases have been selected for 
treatment if it is possible to carry on a 
course of tuberculin injections for three 
months without real or apparent reactions. 
The febrile and active cases, in the experi- 
ence of Mackenzie, are not as a rule good 
subjects for tuberculin. Most of the cases 
that do well appear to be cases that one 
would select as likely to do well under 
favorable conditions of hygiene and care. 
That has all to be borne in mind in judging 
of results. 

We have no absolute convincing proof 
that tuberculin treatment by itself will 
arrest or cure or improve a larger number 
of cases than would have arrived at the 
same results without the treatment. Until 
we have that we must preserve an open 
mind on the matter. The fact is that tuber- 
culin as a remedy, if it is a remedy, must 
be put on a far lower plane than many 
remedies which we possess for the treat- 
ment of disease. Take, for example, salicy- 
late of soda in acute rheumatism; mercury, 
iodide of potassium and salvarsan in syphi- 
lis, quinine in malaria, antitoxin in diph- 
theria, thyroid extract in myxedema. Here 
we have remedies about whose value in 
these diseases there can be no shadow of 
doubt. 

A true specific to tuberculosis should 
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have the power of allaying the fever of the 
disease and of arresting the progress of all 
activity due to the bacillus. The most that 
can be claimed for tuberculin is that it pro- 
motes the natural defences of the body. 
That is something, but the same can be 
claimed for fresh air, for good food, for 
hygiene, for care, for climate, and for all 
the other weapons which we possess. 

Much remains to be done to prove that 
tuberculin possesses any very high value 
as aremedy. Let it be shown that tubercu- 
lous disease in animals can be more readily 
cured or arrested by means of tuberculin 
treatment than without. Take the guinea- 
pig alone. Let 200 healthy guinea-pigs be 
chosen and inoculated with the same dose 
per weight of pure cultures of tubercle 
bacilli, and then let half of these, chosen by 
lot, be treated with tuberculin according to 
any recognized method, and let the other 
hundred be kept as controls in every other 
way under the same conditions. If those 
treated with tuberculin do better it will be 
something in favor of tuberculin. Take a 
similar number of tuberculous cattle and 
select by lot a hundred for tuberculin treat- 
ment and see whether, keeping all under 
similar conditions, the tuberculin-treated 
animals do better than the others. Dr. 
Batty Shaw has attempted on a small scale 
a similar trial in the case of hospital pa- 
tients. But to prove anything such a trial 
has to be done on a large scale, and in the 
case of human beings it is very difficult to 
carry out. Patients come to us for treat- 
ment, and we are bound to recommend for 
them what treatment we consider best for 
them. We cannot say to one chosen by lot, 
“I am going to give you tuberculin treat- 
ment because I want to see if it does you 
good,” and to another, also chosen by lot, 
“You shall be treated without tuberculin 
because I think you will be better without 
. 

It is for those who have strong faith in 
tuberculin as a cure for tuberculosis to 
make out their case. Mackenzie does not 
speak without experience; for a number of 
years he has used tuberculin in a large 
number of cases. He has used extract and 


endoplasm. He has given it orally and sub- 
cutaneously. He has given it at longer and 
shorter intervals. He has given it in re- 
peated small doses. He has given it in grad- 
ually increasing doses. He has used it be- 
cause he felt it ought to have a full trial. 
Among those who have expressed their 
belief in its usefulness are men of high 
standing in the profession, both in this 
country and abroad. With similar testi- 
mony as to the effects of any other remedy 
he should feel it his duty to use it. But 
after all the trials he has made he still feels 
uncertain as to the value of tuberculin. He 
does not feel that confidence in the power 
of tuberculin which would justify him in 
saying to every patient that comes to him 
with tuberculosis without secondary infec- 
tion that he has a remedy in tuberculin 
which will surely benefit him. 

A recent writer on tuberculin treatment 
says that phthisis treated with tuberculin 
before it has become open remains closed. 
But how can he prove it? What knowledge 
has he how many cases of phthisis un- 
treated with tuberculin before it has become 
open remain closed? He adds that it is 
true that the same result has been claimed 
for hygienic treatment. He does not attach 
very much importance to statistics, and he 
concludes that of the value of the treat- 
ment the tubercular patient is the final 
judge. Experience of tuberculin under the 
new conditions is making the tuberculous 
patient willing and sometimes even anxious 
to submit himself to treatment with the 
remedy, and Mackenzie submits that it is 
the physician of wide experience who 
should be the final judge. 

Tuberculin treatment is still on its trial. 
When all is said and done we have to ac- 
knowledge that the results of it so far are 
not brilliant, certainly not convincing. Vac- 
cine treatment, as a whole, is on its trial, 
and if we except staphylococcus infections 
no more can be said for vaccines than for 
tuberculin. One hears of many failures 
but few cures effected in private practice. 
Mackenzie asserts he has never seen a 
patient who has been cured by vaccines of 
anything of which he could not get well 
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without, and that he wants to see what he 
has not seen yet, convincing cures effected 
in our hospitals. There has been much 
theorizing and talk. What is needed is 
practical proof—results which can be attrib- 
uted honestly and fairly to the special form 
of treatment employed, and which shows 
its efficacy by showing themselves undoubt- 
edly superior to anything previously ob- 
tained or observed. 





THE TREATMENT OF ARTERIOSCLE- 
ROSIS AND HIGH TENSION. 

HA tt in the Clinical Journal of June 18, 
1913, has very little to say about the role 
played by syphilis in causing arterio- 
sclerosis. Though the malignant forms of 
syphilis, which were not infrequently seen 
in his student days, are now of rare occur- 
rence, the more the question of syphilis is 
investigated the more far-reaching is found 
to be its influence. That aortitis of syph- 
ilitic origin is a very common cause of 
aneurism is now universally accepted, and 
similar changes are met with in the smaller 
arteries. 

Huchard has given some very interesting 
statistics on the etiology of arteriosclerosis. 
Out of 15,000 personal observations he has 
been able to sift 2680, with the following 
results : 


Gout (with gravel and lithiasis)............. 693 
I ee og hae as mad 355 
Ne cnk ong sce a wes bueseieakebedsseso0s 336 
DES hn. ch Sus ciheusaesobusseausas«eue 315 
Nhs cy Gis he akS Soba $6¥ok Kis'.0 seo 188 
NE  UNERGEE 5s coas cases seens axes 77 
tegen suc go Giaie aie aid 76 
SEES EESS oh ce saeck econo KebeS es owes 52 
ee A EL cy aan on wuwies cso 42 
SSE ee Oe eee 24 
Moral and nervous causes................005 21 
SEED oh. ak wimcebs kncesucecanas sat 501 
2680 


Plumbism, the pathogenic action of which 
resembles that of gout, does not figure in 
these statistics, because lead-poisoning is 
tare among the patients frequenting 
Huchard’s consultations. 

From what has been said of the etiology 
of the condition it is obvious that the all- 
important thing is to recognize the onset 


of arteriosclerosis, and to take prompt steps 
to endeavor to arrest its progress. 

In the first place, the question of mental 
strain must receive careful consideration. 
Of course, if the high tension be accom- 
panied by signs of cerebral congestion, then 
absolute rest from all mental work must be 
enjoined, and work should only be very 
cautiously and gradually resumed. 

The difficult cases to advise are men with 
high tension, leading strenuous lives of 
great mental activity. Hall endeavors to 
meet the requirements of the case by sug- 
gesting that the patient should leave off 
earlier than he has been accustomed to, and 
take an afternoon off every week, in addi- 
tion to the whole of Saturday. It is, how- 
ever, impossible to lay down any general 
rule; each case must be decided on its own 
merits. 

In the next place comes the question of 
diet. Autointoxication plays a very im- 
portant part in the production of degener- 
ative changes in the tissues generally, but 
especially in the arteries. Most people over 
fifty eat too much, and particularly too 
much butchers’ meat. While writing this 
Hall was consulted by a gentleman eighty- 
three years of age, who said that he had 
three meat meals a day. His pressure was 
202 mm. of mercury—a very suitable sub- 
ject for an apoplectic stroke! The first 
direction he gives to a patient suffering 
from arteriosclerosis and high tension is 
that the amount of meat eaten must be re- 
duced. In advanced cases he advises that 
meat and soups made from stock should be 
discontinued entirely. The diet should con- 
sist of fish, poultry, vegetables, cheese, 
milk, oatmeal, bread, and farinaceous pud- 
dings. Honey has been recommended. 
Some patients derive much benefit from 
soured milk. Half a pint to a pint may be 
taken daily. 

Hall is convinced that excess of salt is 
injurious, so he therefore limits the amount 
of salt and forbids salted foods. But not 
only the quality of the food eaten should be 
considered, but also the amount. The pa- 


tient should endeavor to reduce gradually 
the quantity of food to as little as is suf- 
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ficient to keep him in good condition. If 
the patient be instructed to eat very slowly 
and to thoroughly masticate his food, he 
will find that he is satisfied with a smaller 
quantity of food than would otherwise be 
required. Should the patient be obese, then 
there will arise certain difficulties about the 
diet. Sugar should be replaced by sac- 
charin or saxin. Potatoes, turnips, carrots, 
and parsnips should be eschewed. Crisp 
toast, plasmon, or gluten bread should be 
taken instead of ordinary bread. Among 
biscuits, Hall has found kalari, akoll, apax, 
and spartan useful. 

The amount of tea and coffee should be 
strictly limited. Black coffee should, of 
course, be prohibited. If possible, Hall 
gets his patients to abstain from alcohol, 
though in the case of those who have a 
feeble digestion, or who seem much upset 
by the deprivation of all alcohol, he allows 
a small quantity of whisky, say an ounce 
and a half daily, or an equivalent quantity 
of a dry sherry or Moselle. 

He lays great stress upon the importance 
of drinking an abundant supply of water. 
He thinks it very desirable that this should 
be free from chalk. He therefore orders 
Salutaris, or tells patients to get a still, so 
as to be able to provide their own distilled 
water. He recommends that a pint and a 
half should be drunk daily, apart from 
meals, and preferably hot. If the flat taste 
of distilled water be objected to, it may be 
flavored with a little lemon juice. 

Regarding tobacco as one of the factors 
in the production of arteriosclerosis, he ad- 
vises that less than two ounces should be 
smoked weekly, and if the patient can be 
induced to give it up entirely, so much the 
better. In cases of tachycardia, palpitation, 
angina, or where the left ventricle is dilated, 
tobacco should be absolutely excluded. It 
is very striking how speedily improvement 
may ensue if tobacco be entirely discon- 
tinued. While he was writing this paper, a 
medical friend consulted him on account of 
cardiac discomfort and irregularity of 
heart-action. His impulse was in the nip- 
ple line, fifth interspace. He advised him 
to give up tobacco and coffee, and when he 


saw him: six weeks later all his cardiac 
symptoms had disappeared, and the impulse 
was nearly an inch inside the nipple line. 

After diet comes the consideration of 
what may be termed general hygiene. The 
condition of the skin requires careful at- 
tention. The cold bath is inapplicable to 
the class of patients we are considering, 
but a daily tepid or warm bath will be of 
great advantage. The question of Turkish 
baths often crops up. If the patients have 
been accustomed to them, and they have 
not been attended with any ill effects, then 
he allows their continuance, provided the 
patients do not go into the hottest rooms. 
For a patient with arteriosclerosis who has 
not been used to these baths, the risk, in his 
opinion, is too great. He would not, there- 
fore, countenance a patient of his com- 
mencing Turkish baths if he suffered from 
arteriosclerosis of at all an advanced na- 
ture. Electric-light baths will sometimes 
be found to act most beneficially, but, like 
the Turkish baths, they require to be used 
with great discretion. 

In these days it seems hardly necessary 
to advocate the importance of fresh air, but 
some people getting on in years have a 
great dread of contracting a chill, so that it 
may be advisable to see that they do not 
shut themselves up too much. Residence 
at the seaside is not to be advised, and alti- 
tudes above 1500 or 2000 feet are not de- 
sirable. Whenever practicable, exercise 
should be taken in the open air. Walking 
is the best form of exercise, but those ac- 
customed to ride may be advised to continue 
to do so as long as possible—“The outside 
of a horse is the best thing for the inside of 
aman.” Golf may be permitted, unless it 
fatigues the patient too much, or he is suf- 
fering from an advanced form of the 
disease. Should the patient for any reason 
be unable to take sufficient exercise, general 
massage will be found to be a very efficient 
substitute. Inasmuch as most of our pa- 
tients have “fall’n into the sear, the yellow 
leaf,” and have arrived at the time of life 
when the prostate is a trouble, it behooves 
us to pay particular attention to the state 
of the bladder. The mental unrest and irri- 
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tation, together with loss of sleep at night, 
caused by hypertrophy of the prostate and 
consequent inability to empty the bladder, 
will greatly aggravate the original disease. 
This is more particularly the case if the 
urine becomes septic from retention. Pros- 
tatectomy should therefore be advocated 
as soon as the bladder difficulty demands it. 

Speaking of sepsis reminds one of the 
importance of attention to the condition of 
the teeth and thorough treatment of any 
existing pyorrhea. 

The possibility of effecting much benefit 
by medicinal means is small; nevertheless 
there are certain indications for this line of 
treatment. In the first place Hall would 
lay stress on the extreme importance of a 
daily action of the bowels without straining 
—i.e., we should endeavor to cultivate a 
loose rather than costive habit. The ordi- 
nary mild aperients, e.g., cascara, compound 
licorice powder and the colocynth and 
hyoscyamus pill, may be employed. If 
the patient has high tension, great benefit 
will result from an occasional dose of a 
calomel or blue pill. Some patients do 
best with a dose of one of the mineral 
waters, such as Hunyadi Janos, Carlsbad 
or Friedrichshall, or a teaspoonful of Ep- 
som or Glauber’s salt in a claret-glassful of 
hot water in the morning. Of late Hall 
has been ordering a dessertspoonful to a 
tablespoonful of pure paraffin at bedtime 
and repeating the dose, if necessary, in the 
morning. This seems to answer in many 
patients with the minimum amount of dis- 
comfort. 

The drug which Hall has found most 
generally useful in cases of arteriosclerosis 
associated with high tension is iodide of 
potassium. Unfortunately, many patients 
are intolerant of this drug, and, indeed, of 
any iodine preparation. If iodide of 
potassium cannot be taken, iodoglidine may 
be tried, and will sometimes be tolerated 
when the iodide is impossible. One of 
his patients, a medical man, speaks highly 
of the effect in his own case of iodipin 
tablets. Each tablet represents one grain 
of potassium iodide. In patients who stand 
the iodide well it may be continued for 


years. At present he has under his care 
a woman, now aged seventy years, who had 
an attack of an apoplectic nature, followed 
by slight coma lasting twenty-four hours 
and accompanied by retinal hemorrhages 
and high arterial tension upwards of six 
years ago. Ever since she has taken a 
small dose (3 grains) of potassium iodide 
daily, and when her tension rises and she 
suffers from headache, the dose is given 
two or three times a day. Under this 
line of treatment, coupled with careful 
dieting, the patient has maintained a fair 
degree of health, she has had no return of 
the apoplectic symptoms, and there has 
been distinct clearing up of the retinal 
hemorrhages. 

The iodides are very useful in the early 
stages of the disease, especially if it be 
accompanied, as is usually the case, by high 
arterial pressure. In restless, excitable 
people, and particularly in those who suf- 
fer from insomnia, the addition of a small 
quantity of bromide to the iodide mixture 
will be found beneficial, or a nightly dose 
of bromide of potassium or ammonia may 
be ordered. The combination of iodide 
and bromide is of great service in the high 
tension so common at the menopause. 

In some patients, even at the commence- 
ment, the pressure is low, and to these 
patients the iodides are rather harmful 
than useful. In most patients there comes 
a time of failing compensation, when the 
iodides are badly borne. Then we shall 
have to consider whether or no cardiac 
tonics are indicated. If the heart’s action 
be frequent, digitalis or strophanthus 
should be ordered. As a rule Hall pre- 
fers the latter drug in combination with 
strychnine, but if patients do not respond 
to it, digitalis must be given. Hall has 
found Nativelle’s digitaline in granules, 
gr. 1/240, night and morning very useful. 
Where there is simply a feeble action of the 
heart, without any increase in frequency, 
Hall has found the combination of arsen- 
ous acid and the hydrochloride of strych- 
nine, one-thirtieth of a grain each, in a 
pill, given three times daily after meals, 
most serviceable. The glycerophosphates 
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are also useful as a tonic; the preparations 
of iron are not well borne. With the 
onset of dropsy, one of the theobromide 
compounds, such as agurin or diuretin, 
may be given with advantage. 

In the obese, small doses, i.¢e., 2 grains 
daily, of thyroid extract are most bene- 
ficial in reducing weight and relieving ex- 
cessive tension. If the drug suits the 
patient, the dose may be cautiously in- 
creased, but he has never given more than 
5 grains three times a day, and in cases of 
arteriosclerosis it is seldom advisable to 
give more than half that dose. 


PITUITARY EXTRACT IN OBSTETRICS. 


RowLanp in the Maryland Medical 
Journal for July, 1913, says pituitary ex- 
tract is efficient to finish abortion, when be- 
gun, and to induce labor in conjunction 
with other remedies. It is inefficient alone. 

It will usually cause advancement of the 
head, if the cervix is half dilated. 

Its most brilliant successes are obtained 
in the last half of the second stage, where 
it will frequently save delivery by forceps. 

It probably causes little or no damage to 
the child. 

It should probably not be used in toxic 
cases, especially those with high blood- 
pressure. 





THE TREATMENT OF ANGINAL PAINS. 


In the Journal of the American Medical 
Association of July 19, 1918, GREENE says 
it is unnecessary to detail the various 
therapeutic measures indicated in the treat- 
ment of cardiac pain, but two factors are 
basic, namely : 

The relief of the patient’s anxiety and 
mental perturbation. 

Rest for the heart; indeed, the latter not 
only demands physical rest, but also in- 
cludes the first therapeutic need—mental 
rest as well. 

For his own part, Greene considers the 
use of morphine with atropine the primary 
and cardinal necessity in the treatment of 
the severer anginal pains. 


While we cannot affirm any direct cardiac 
stimulation from the former drug, we cer- 
tainly obtain that effect indirectly by the 
relief of pain and the sense of well-being 
which it induces in the patient. Strych- 
nine he has found of the greatest value in 
cases showing low or moderate tension, and 
he has not hesitated to use it in any in- 
stance in which the prostration was extreme 
despite the apparent theoretical objection. 

With regard to the use of the nitrates, 
he confesses that he cannot see of what 
value they can be in severe prolonged seiz- 
ures or in any but the briefest attacks. 
Momentary relief is certainly afforded by 
amyl nitrate in some but not in all cases, 
although it has been shown that the vascu- 
lar relaxation induced does not affect the 
coronary arteries, which become, in fact, 
somewhat contracted. It would appear 
that it at once momentarily stimulates the 
heart and frees the peripheral circulation. 

Nitroglycerin and erythrol tetranitrate 
are apparently valuable in some cases of 
high arterial tension as a means of retard- 
ing the seizures, although Greene has not 
been able to satisfy himself clinically that 
they possess the advantages so generally 
attributed to them, the former being much 
too transitory in its action. Hot alcoholic 
drinks, especially brandy in the form of a 
hot drink, is, he believes, always permissible 
and usually gives decided relief. 

The various preparations of digitalis may 
be used following the attack in all cases in 
which there is evidence of dilatation, 
though he believes that these should be most 
carefully handled in the instances in which 
decided arteriosclerosis is evident, or when 
a degenerated heart muscle fails to yield a 
prompt response and we have reason to be- 
lieve that the coronary arteries are mark- 
edly impaired or that the myocardium has 
passed beyond its ability to respond to di- 
rect stimulation. Driving such a heart- 
muscle is not only futile, but also often 
fatal. 

In cases of simple dilatation, in painful 
crises of exophthalmic goitre and in weak 
hearts of the asthenic type, digitalis is the 
drug of choice. 
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Digipuratum is invaluable in dealing with 
the ordinary weak heart with dilatation, but 
if the observations of Cow of Cambridge 
are correct, it would be a dangerous remedy 
in cases in which there was marked coro- 
nary involvement, because of its tendency 
to produce excessive contraction of these 
vessels. 

The treatment of the lesser cardiac pains 
resolves itself invariably into a treatment of 
cardiac insufficiency and need not be es- 
pecially considered with respect to the use 
of drugs. It is of importance, however, 
in relation to the prevention of major 
seizures. 

The element of rest is of immense im- 
portance in all of these cases, and demands 
much judgment and circumspection with 
relation to the degree of limitation of phy- 
sical activity and the length of time during 
which it shall be enforced. 

Cases of most alarming cardiac pain, 
easily induced and of frequent occurrence, 
may entirely disappear over long periods, 
provided rest for the body and mind is 
strictly enforced for a sufficient time, but 
followed by a systematic training of the 
heart to take up extra burdens. 

In cases of minor dilatations, a few days 
of absolute rest combined with cardiac 
stimulation will often suffice to remove en- 
tirely and for long periods pains of a most 
misleading sort, often far removed from 
the heart, and these may also do away 
with symptoms of gastric distress, which 
may perhaps have been interpreted as due 
to a gastric neurosis or even more serious 
organic lesions. 

The diet is one of the most important 
’ factors, and it has seemed that many of the 
instructions relating to it in connection with 
the severer cardiac attacks are mistaken 
ones. Greene believes neither in starva- 
tion nor in liquid diet for these individuals, 
but has invariably found that light, dry 
feedings six times a day are best borne by 
these susceptible patients, to whom any 
condition of flatulence often means a 
prompt resumption of cardiac pain. 

In the asthenic cases, in which the pain or 
discomfort is usually of mild grade, one 


of the chief needs of the individual is fre- 
quent nutritious feedings, for one of the 
primary essentials if proper compensation 
is to be maintained consists in improving 
the nutrition and markedly increasing the 
weight of the individual. 

It is unnecessary to state that massage is 
valuable in nearly all types, as are passive 
and resistive movements when they can be 
absolutely controlled by the attending phy- 
sician and not left to the independent judg- 
ment of an overzealous masseur. 

A resort to the various establishments 
in which hydrotherapy and massage con- 
stitute the chief factors of treatment should 
be permitted only when the attending phy- 
sician can direct and limit the procedures 
used. 

As a matter of practical experience 
Greene asserts that he knows of no one 
element which has proved so disastrous to 
patients with advanced cardiovascular 
disease and to patients of the asthenic 
group as have been the visits made to es- 
tablishments of the type so prevalent in 
our own country, where a certain routine 
treatment is too often instituted without 
a proper appreciation of the factors in- 
volved and usually without consultation 
with or reference to the attending physi- 
cian. 

Greene concludes that, while recognizing 
its wide variability, we should assume the 
unity of pain of cardiac origin and found 
our therapy on the one chief causative fac- 
tor—cardiac exhaustion. 

The wide distribution of cardiac pain in 
the superficial sensory areas has led to mis- 
interpretation of the lesser degrees of pain 
of the same origin, and hence to much 
neglect and diagnostic error. 

The efficient treatment of cardiac pain in 
the broader sense resolves itself into the 
management of an insufficient, overfatigued 
heart muscle. 

Mental and physical rest and regulated 
exercise offer the best means of restoring 
a proper circulatory balance. 

A proper valuation of the subjective 
symptoms of cardiac overstrain, early over- 
sight, and the timely and judicious treat- 

















ment of cardiac lesions is quite as import- 
ant as are the early recognition and treat- 
ment of tuberculosis. 





BENZOL IN THE TREATMENT OF LEU- 
KEMIA, WITH RESULTS IN A CASE 
OF MYELOID FORM. 

MEyErRS and JENKINS in the Albany 
Medical Annals for July, 1913, state that 
from a study of one case and the cases re- 
ported they draw the following conclusions: 

Benzol is a valuable addition to the 
therapy of leukemia of any kind. Its in- 
stitution is, however, so recent, and clinical 
experience still so scanty, that definite con- 
clusions as to its intrinsic value should be 
held in abeyance. It would seem to have 
no uniform action; in all cases it reduces 
the white cells, but in some—apparently 
those with very high counts—it does not 
reduce the leucocytes to normal, while in 
cases of 100,000 to 200,000 it may give 
brilliant results with normal white counts, 
greatly diminished or normal spleen, dis- 
tinct gain in weight and strength, and loss 
of fever. On the other hand, we may 
have paradoxical reactions with falling 
white counts and gain of strength with no 
change in the spleen, or we may find de- 
crease of the spleen with persisting high 
leucocytic counts, or there may be low 
counts with many pathological leucocytes, 
or there may occur sudden leaps in the 
number of white cells. The red corpuscles 
and the hemoglobin are usually very bene- 
ficially influenced. When +-rays can be 
used in combination very favorable results 
may be obtained, the blood returning to nor- 
mal with no persisting myelocytes. It is 
very probable that the results of benzol 
therapy are variable, for two reasons: (1) 
The cases in themselves vary in intensity 
and in the fundamental pathologic condi- 
tions or etiological factors in the bone- 
marrow, the spleen, or lymphoid system. 
(2) The results are in some way dependent 
on the size of the dose of benzol, which 
dose may be either stimulating or depress- 
ing to the tissues involved, and this dose 
may be peculiar in a marked degree to each 
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case or individual. We should there- 
fore suggest that the effect of benzol be 
carefully checked by daily blood examina- 
tions so as to gauge the optimum dose, and 
to forestall any symptoms of benzol- 
poisoning. 

The dose they used varied from 7 minims 
to 1 drachm a day, in capsule with almond 
oil, and the drug was given for 174 days. 





THE ACTION OF SO-CALLED EMMENA- 
GOGUE OILS ON THE ISOLATED 
UTERUS. 

Macnt, in the Journal of the American 
Medical Association of July 12, 1913, says 
his observations lead him to the following 
conclusions: 

The so-called emmenagogue oils are by 
no means innocuous substances. 

They have absolutely no direct stimulat- 
ing action on the uterine contractions or 
tonicity. 

On the contrary, they inhibit such con- 
tractions, and even paralyze the uterus. 

Their action as abortifacients, if they 
act as such, is no different from that of any 
other powerful systemic poison, such as 
phosphorus or arsenic. 

They have very little if any therapeutic 
value, and do not deserve the place among 
the official pharmacological preparations 
which many of them hold. 





TREATMENT OF HEMOGLOBINURIC 
FEVER. 


In the Archives of Internal Medicine of 
June 15, 1913, LovELace says, truly, that 
there exists a deplorable confusion as to 
the cause and treatment of blackwater 
fever. 

So far as may be indicated by his series 
of 514 cases, malarial infection stands in 
a direct causal relation to blackwater fever. 

Blackwater fever is not due to a par- 
ticular species of malarial parasite. 

Quinine, in large or small doses, was, in 
his series, an invariable antecedent of the 
hemoglobinuric condition. 

Under no circumstances should quinine 
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be given to a blackwater fever patient dur- 
ing the period of hemoglobinuria, nor for 
several days thereafter. The effect of the 
paroxysm of hemoglobinuria is, itself, that 
of a drastic but temporary therapeutic 
agent, decimating the malarial parasites in 
the patient’s blood much as a single in- 
travenous injection of salvarsan decimates 
the spirochetz of syphilis in the lesions of 
that disease. 

Quinine, cautiously begun, will be neces- 
sary, but it should not be begun until sev- 
eral days after the urine has become free 
from hemoglobin. 

Measures which sustain the blood-pres- 
sure are urgently indicated during the pe- 
riod of hemoglobinuria. Of these, normal 
saline solution given by bowel, subcutane- 
ously, or intravenously is chief. Digitalis 
and caffeine are of decided value. 

The prophylaxis of malaria is the pro- 
phylaxis of blackwater fever. 





THE TREATMENT OF DYSENTERY. 


The British Medical Journal of June 28, 
1913, contains an article by LuxIs on this 
theme. It is impossible with this very 
important subject to deal fully in a paper 
of this length, so he confines himself to the 
specific treatment of the causal organisms. 

In bacillary dysentery we may adopt 
either the saline or the bacteriological 
methods of treatment; but in the amebic 
form of the disease we must rely upon 
ipecacuanha or emetine. 

There are two methods of treating bac- 
teriologically a case of bacillary dysentery: 
(1) The use of a vaccine, thus producing 
an active immunity; (2) the use of anti- 
toxic serum, thus raising passively the im- 
munity of the patient. 

Much work on vaccines has been done in 
India by Major Forster, Professor of 
Pathology in the Lahore Medical College. 
His vaccine is prepared with the Shiga- 
Kruse bacillus, which he uses for all types 
of bacillary dysentery. He uses it in 
both acute and chronic cases, but in acute 
cases it is contraindicated from the fourth 
to the twenty-first day. After this period 


inoculation may be commenced with an in- 
terval of ten days between each dose. In 
both acute and chronic cases the dose 
recommended for an adult male is: First 
dose, 0.1 Cc.; second dose, 0.2 Cc.; third 
dose, 0.3 Cc.; fourth dose, 0.4 Cc. Females 
and children are given proportionately 
smaller doses. According to Forster, these 
doses produce little or no negative phase, 
and in fourteen days the immunity is con- 
siderably raised, whilst a course of four 
doses usually suffices to get rid of all 
bacilli and to prevent the patient from be- 
coming a chronic “carrier.” Most au- 
thorities consider that on account of the 
severity of the local reaction and the risk 
of producing a negative phase, the vaccine 
method is best reserved for chronic cases, 
and that in acute cases it is inferior to the 
serum and saline treatments. Certain ex- 
periments, however, are now being made 
with “sensitized vaccines,’ which, as we 
are all doubtless aware, consist of bacilli 
which have become coated with specific an- 
tibodies (lysins, agglutinins, etc.), as the 
result of exposure to the action of an im- 
mune serum. Such bacilli are now “sen- 
sitized” and do not lose this property when 
killed by heat. As the result of this sen- 
sitization they are more easily dealt with 
by the leucocytes, and the toxicity of the 
vaccine is decreased, whilst its immunizing 
power remains unaltered. For these rea- 
sons Lukis is disposed to think that there 
is a great future before these sensitized 
vaccines, and that it may be necessary ere 
long to modify our views as regards the 
unsuitability of vaccine treatment in the 
acute stages of disease. 

Antidysenteric Serums.——These may be 
either monovalent or polyvalent, but the 
highest degree of immunity is conferred 
when the Shiga-Kruse bacillus is used in 
their preparation. These serums are of 
the greatest value in the acute stages of the 
disease, especially if there be profound 
toxemia unaffected by other forms of treat- 
ment. The dosage depends upon the 
strength of the serum used, and is, as a 
rule, marked on the vial, but it is necessary 
to give it in large doses, the injections being 
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made with the usual antiseptic precautions, 
under the skin of the abdomen or flank. 
Thus the serum from the Lister Institute 
should be given in 20-Cc. doses twice or 
even, in severe cases, four times daily. The 
interval between the injections should be 
six hours. They need not, as a rule, be 
continued after the second or third day, and 
the only untoward effects likely to follow 
are urticarial rashes and other anaphylactic 
phenomena such as pain in the joints, etc. 
Text-books tell us that these complications 
may be avoided by the administration of 
calcium chloride or lactate. Experience 
does not support this statement, but it may 
be taken as granted that grave anaphylactic 
phenomena only occur when the interval 
between the doses is long or irregular. The 
remedy, therefore, is regular and systematic 
administration of the serum. 

When the serum treatment cannot be 
carried out, or when you get the patient in 
the first day of the disease, the saline treat- 
ment is, in Lukis’s experience, the most use- 
ful. Indeed, in many early cases it suffices 
for a complete cure. Two drachms each of 
magnesium sulphate and sodium sulphate 
dissolved in one ounce of water should be 
administered, and then half doses of a 
similar mixture should be given every hour 
or every two hours until the motions be- 
come feculent, after which it is given every 
three or four hours for another twenty- 
four hours and then discontinued; but do 
not stop it too soon, otherwise the patient 
will still suffer from fecal retention, even 
though he be passing a large number of 
stools containing only blood and mucus. 

Up till recently our only method of treat- 
ment of amebic dysentery was by huge 
doses of ipecacuanha. This treatment, if 
persevered in, was undoubtedly efficacious, 
but the nausea caused by the drug was so 
severe that it was extremely difficult to per- 
suade patients to take it. To remedy this a 
de-emetinized ipecacuanha was put on the 
market some years ago, but this proved to 
be useless, and they were reluctantly com- 
pelled to return to their old methods. Re- 
cently, however, the treatment of amebic 
dysentery has been revolutionized by the 


researches of Vedder in 1911 and by the 
brilliant discovery of Major Rogers that 
the amebe can be quickly killed by the 
hypodermic injection of emetine, and that, 
when given in this way, the patient experi- 
ences no nausea or discomfort of any kind. 
Both the hydrochloride and the hydrobro- 
mide of emetine are equally useful, but the 
former is more soluble, the latter requiring 
2 Cc. of sterile water or saline for the solu- 
tion of one dose. Rogers begins with 1/3 
grain, which is equal to 30 grains of ipe- 
cacuanha, but he now gives one grain of 
emetine each day, in two hypodermic doses 
of %4 grain each, and he claims that by this 
method all the amebe in the body can be 
killed in from two to four days, the average 
for a number of cases being 2.35 days. He 
has also shown that one or two 1/3-grain 
tablets may be given by the mouth on an 
empty stomach without exciting any great 
nausea, especially if they are keratin-coated. 
This method of administration does not ef- 
fect a cure as speedily as when the drug is 
given hypodermically, but it may be useful 
when for any reason there are difficulties in 
connection with the giving of the injections. 

The hypodermic injection of emetine is 
also a valuable aid to diagnosis. If one has 
a case which is suspected to be amebic 
dysentery, but which does not react to 
emetine within three days, one may be sure 
that the diagnosis is wrong, and one need 
waste no further time in treating it as such. 
Moreover, the powerful effect of emetine 
on amebic cases, compared with its useless- 
ness in bacillary cases, may, Lukis thinks, 
be taken as strong proof that amebic dysen- 
tery is really a separate entity. That is why 
in the earlier part of this paper Lukis states 
that we might reject the view that intestinal 
amebe play no part in the causation of this 
disease. 





THE DIETETIC TREATMENT OF GOUT. 


Garrop in the Lancet of June 28, 1913, 
in writing on this topic says that of all 
foods, sweetbreads, both pancreas and 
thymus gland, are the richest in purins. 
They are often recommended as suitable 
foods for invalids, including sufferers from 
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gout, presumably because they are soft and 
easily digested. Dr. A. P. Luff, in a recent 
article on the treatment of gout, writes as 
follows: “From Walker Hall’s experiments 
it would appear reasonable to administer 
sweetbread to gouty patients, since its 
nuclein portion is only slightly absorbed; 
for thymus sweetbread contains principally 
adenin, which is rapidly excreted, and pan- 
creas sweetbread contains mainly guanin, 
an amino-purin incapable of increasing the 
ordinary purin output and of exerting any 
injurious effects upon the tissues.” Seeing, 
however, that it has been clearly demon- 
strated that their administration to a 
healthy man is followed by a much in- 
creased excretion of uric acid, and that this 
increase has been found to be less pro- 
nounced in the case of a gouty subject, it 
would certainly appear to be advisable to 
eliminate from the diet foodstuffs: which 
are Open to so grave suspicion, and which 
can so easily be dispensed with. There are 
cases, indeed, in which free feeding on 
thymus has appeared to be the direct cause 
of an attack of gout. If the knowledge 
which we possess does not justify us in 
pronouncing sweetbreads to be undesirable 
food for gouty people, we must admit that 
we are not yet in a position to give any ad- 
vice on this subject on scientific, as dis- 
tinguished from empirical, lines. Strong 
meat soups, sauces, and gravies also are 
contraindicated, on account of the extrac- 
tives which they contain, and with which 
they are often fortified. 

Of scarcely less importance than the 
nature and quantity of protein food taken 
is the manner in which it is cooked. It is 
generally agreed that twice cooked meat is 
less digestible, and therefore less suited to 
gouty people, than that which has not been 
so treated, and that elaborately made up 
dishes rich in extractives, and in the prep- 
aration of which condiments are freely 
used, should be avoided. 

Vegetable soups have an important place 
in the dietary of the gouty, but in prescrib- 
ing them several points have to be taken 
into account. Some vegetables contain no 
inconsiderable amounts of purin; others 


are undesirable because difficult of diges- 
tion. On the other hand, some vegetable 
foods are of service on account of the 
bulky residue which they yield, whereas 
others are esteemed because of their in- 
organic constituents and their richness in 
potassium salts. Leaf vegetables, provided 
that they are well cooked and of digestible 
kinds, are usually to be preferred to root 
vegetables, with the exception of potato. 
Spinach is especially recommended by Sir 
Dyce Duckworth, and is approved by Luff, 
but being rich in oxalate should be avoided 
when oxaluria is present. Tomatoes meet 
with wide condemnation, largely, it is 
thought, from a mistaken belief that they 
are rich in oxalic acid. Of fruits, apples, 
oranges and lemons are most approved, and 
sweet fruits are, by most English phy- 
sicians, excluded from the diet. Jams and 
preserves, in which some fermentation has 
usually taken place, are better avoided. 

It should be remembered that a food es- 
sentially harmful may be habitually taken 
in such small quantities that it becomes 
negligible, whereas another, much less in- 
herently harmful, may do more harm be- 
cause it is taken freely. Thus, pepper is 
very rich in oxalate, but it is hardly worth 
while to forbid it to a sufferer from 
oxaluria. Some vegetable foodstuffs which 
are specially palatable, and which are only 
to be obtained during a short season in each 
year, are apt to be taken in excess at such 
times. Asparagus and strawberries may be 
placed in this class, and if taken sparingly 
they probably do no appreciable harm. 
Very many gouty persons are convinced 
that strawberries are bad for them, and the 
fact that in some persons they produce 
urticaria shows that they contain constitu- 
ents which may be classed as toxic. In 
spite of Linnzeus’s testimonial to their value 
as preventives of gout, Garrod habitually 
advises his gouty patients to avoid them. 

In England one of the most firmly rooted 
impressions on these matters is that sugar 
is a peculiarly harmful article of diet for 
gouty people, who, in reply to inquiries as 
to what they eat, drink, and avoid, usually 
begin by saying that of course they never 
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touch sugar. Nevertheless, those who 
eschew sugar often take starch foods freely. 
It seems clear that the basis of such exclu- 
sion is the greatest tendency of many sweet 
foods to upset digestion, and although on 
theoretical grounds carbohydrates should 
be suitable foods for the gouty, they are 
certainly unsuitable if taken in excess, and 
patients should be well advised to partake 
of sweet dishes sparingly, or not at all. 
They should take their carbohydrates 
mainly in the form of bread, potatoes, and 
milky puddings; and new bread should be 
avoided, as it is indigestible to most people. 
On the other hand, there is no reason to be- 
lieve that to a gouty man a lump of sugar 
is poison, and provided that it is digestible, 
it must surely be immaterial whether the 
allowance of carbohydrates be taken in the 
form of sugar or starch. 

The third great group of food constit- 
uents, the fats, apparently are suitable 
foods for the gouty, but here again much 
depends upon the form in which they are 
taken. The rich, browned fat of roast meat 
is apt to upset digestion, and should be 
avoided. In certain cases, as when there is 
a tendency to obesity, the intake both of 
carbohydrates and fats calls for restriction ; 
and when glycosuria is a symptom a still 
further limitation of carbohydrates may be 
necessary. In such circumstances a diet of 
compromise must be resorted to, adequate 
in caloric value, and which, although it may 
not be the optimum diet from any one point 
of view, is the best that can be devised for 
the individual patient. 

In special cases extreme dietaries may be 
of use as temporary expedients, such as one 
which aims at the exclusion of all purin 
substances, or which, like the Salisbury 
diet, consists almost exclusively of meat. 
The former may be of service in getting rid 
of accumulated uric acid, and the latter in 
checking intestinal fermentation; but for 
his own part the author is convinced that 
no diet which excludes one or more of the 
main ingredients of human food, or even 
a minor constituent such as the purins, can 
be regarded as a desirable one over long 
periods. Whilst such a regimen, which 


may be described as eccentric, in the scien- 
tific sense of the term, is being followed, 
the organism is placed under abnormal con- 
ditions, and such conditions can hardly be 
maintained with impunity for an indefinite 
length of time. 

Of beverages there can be no doubt that 
water is the best for the gouty subject, al- 
though in certain circumstances the taking 
of small quantities of alcohol may appear 
advisable. It can hardly be doubted that 
the consensus of opinion which assigns to 
certain alcoholic drinks a very important, 
if not the chief, role in the causation of 
gout and of its manifestations is based 
upon a mass of experience so great as to 
command assent. It is probable that the 
effervescent alcoholic drinks, such as cham- 
pagne and the heavier beers and stouts, are 
the worst offenders, but the heavier still 
wines, such as port and sherry, come very 
near to them in this respect. In Scotland, 
gout is comparatively rare, especially among 
the poorer classes, who, although they do 
not take alcohol less freely than their 
English brothers, drink whisky rather than 
beer ; and it is probably on this account that 
whisky has been so widely adopted amongst 
them as a suitable alcoholic drink for the 
gouty. However, its vogue is not now so 
great as a few years ago, when many sub- 
jects of gout appeared to entertain the 
notion that whisky was not merely less 
harmful than other alcoholic drinks, but 
was actually beneficial. Now the lighter 
white wines, such as still Moselle and 
Rhine wines, are in special favor—such are 
the changes of fashion in diet as in other 
things. Garrod asserts he has known not 
a few gouty patients who have assured him 
that they have found in cider an alcoholic 
drink which suited them admirably, but an 
experience of some months has usually 
modified their opinion on this point. 

There is another widely held impression 
amongst them that hard waters are bad for 
the gouty, and some authorities, including 
Sir Dyce Duckworth, hold this view. If 
they be detrimental, it is probable that they 
owe their ill effects to their tendency to 
increase constipation. The tradition on this 
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matter is of no _ recent development. 
Scudamore wrote as follows in 1823: “The 
kind of water denominated hard has always 
been considered as unfriendly to health, 
and especially injurious to persons afflicted 
with gravel or stone. Many probably 
imagine that the earthy salts which it con- 
tains assist in making up the mass of cal- 
careous concretion.” May we not supple- 
ment Scudamore’s remarks by suggesting 
that the so unusual denomination of uratic 
tophi as “chalk-stones” has something to 
do with the origin of the tradition? It is 
noteworthy that some of the waters which 
are considered, with most reason, beneficial 
to the gouty, have as their chief mineral 
constituents salts of calcium; nor must we 
forget that milk, which is prescribed for 
them so freely, is an article of diet specially 
rich in lime. To the question of the suita- 
bility, or otherwise, of tea and coffee as 
beverages, it is difficult to give a dogmatic 
answer. Of them methyl-purins are im- 
portant constituents, but how far such com- 
pounds tend to aggravate the excess of uric 
acid in the blood is still an open question. 
Haig condemns tea uncompromisingly, and 
we probably do well to limit its consump- 
tion by gouty subjects, and to advise that 
tea should only be taken weak and in small 
quantities. 

It seems that in this matter of the dieting 
of the gouty there are certain general prin- 
ciples which must be conformed to if we 
are to do the best for our patients—namely, 
that the food should be adequate in quan- 
tity, and that the main class of foodstuffs 
should all be duly represented, preferably 
with some restriction of proteins; that the 
food should be well, but plainly, cooked, and 
digestible; and that twice-cooked, rich, and 
highly seasoned foods should be excluded 
from the dietary; that foods rich in purin 
substances should be forbidden; and that 
wines and beers should be avoided. Lastly, 
that the dietary should be adapted to.the 
individual need of each patient, and should 
take into account any complicating factors 
in each case. Provided that these main re- 
quirements are fulfilled, the regulation of 
details may, Garrod believes, be left to the 


individual taste, experience, or theoretical 
views of the prescriber. 

In conclusion, Garrod ventures to ex- 
press a doubt whether by dieting our gouty 
patients we achieve nearly as much as we 
think we do. It must be confessed that 
among hospital patients who could not, if 
they would, follow out any strict rules of 
dietary, who seldom pay heed to our advice 
that they should give up beer, and who, as 
soon as an acute attack is over, revert to 
their previous habits of life, the course of 
gout does not seem to differ materially as 
regards the character, frequency, and se- 
verity of the attacks from that followed in 
people who are able to adjust their living 
according to the best advice to be obtained. 
Errors of diet are not the only factors at 
work in the causation of gout, and regula- 
tion of diet is only one of the means avail- 
able for its control. Temperance in all 
things, and not in eating and drinking 
alone, is the golden rule for the avoidance 
of this disease and its manifestations. And 
even such temperance may not avail him 
who comes of thoroughly gouty stock. 





PILLOW AND STRAPS FOR MAIN- 
TAINING THE “FOWLER POSITION.” 

The Practitioner for July, 1913, says 
that Dr. Hamilton Whiteford, of Plymouth, 
has devised an arrangement of pillow and 
straps for keeping a patient in the “Fowler 
position.” The pillow is two feet long and 
one foot wide, is stuffed firmly, and covered 
with mackintosh. The center of one side 
is cut out in a semicircle. Two straps of 
webbing are attached to one face of the 
pillow in its long axis, and their adjacent 
ends converge to a buckle at each end of 
the pillow. Two separate straps, each with 
a leather loop at one end to connect it to 
the head-rail of the bed, make connection 
by the other end with the two buckles on 
the pillow. In use the patient is supported 
by means of a bed-rest, at the required 
angle. The leather loops are put on the top 
rail at the head of the bed, about two feet 
apart. If this rail is lower than the patient’s 
shoulders, the strap must pass over the top 








REPORTS ON THERAPEUTIC PROGRESS. 49 


of the bed-rest and then under or outside 
the patient’s arms down to the buckles. 
The pillow is placed with the semicircular 
gap upward, and its straps next the bed. It 
is covered with a warm towel and slipped 
beneath the thighs across the bed and 
against the buttocks. The ends of the straps 
from the head of the bed are passed through 
the buckles. A nurse on each side of the 
patient places one hand under the pillow 
and gradually raises that and the thighs, 
with the other hand tightening the straps 





in the buckles equally until they are quite 
taut. The patient is thus supported as if 
in a swing, but the seat presses against the 
back of the thighs and not against the but- 
tocks. The feet are supported on an ordi- 
nary pillow. The semicircular opening lies 
opposite the perineum, giving access to the 
urethra and rectum, which is especially use- 
ful if saline is being given per rectum. The 
patient in this way is kept in the “Fowler 
position” and not dragged into it. .An ex- 
perience of over three years has proved its 
comfort for the patient, and its usefulness 
to the nurse. 


ARSENIC CANCER. 


The interesting case recently reported by 
Mr. R. J. Pye-Smith and the discussion 
that. followed at the Clinical Section of the 
Royal Society of Medicine call attention to 
a risk which is perhaps hardly appreciated 
sufficiently in medical practice—namely, the 
possibility that serious mischief may fol- 
low the prolonged use of arsenic in the 
treatment of chronic affections of the skin. 


Psoriasis is the disease for which such a 
use of the remedy is most often made, and 
it is in those who have suffered from this 
malady that epitheliomatous developments 
have most frequently been recorded. The 
first observer to direct attention to the 
sequence was the late Sir Jonathan Hutch- 
inson, and some thirty cases are now on 
record. In Mr. Pye-Smith’s case the pa- 
tient was a woman, aged twenty-nine, who 
had been treated for psoriasis from the age 
of seven to fourteen. No ill effects were 
apparently observed until eight years later, 
when a condition of hyperkeratosis devel- 
oped, with warty growths scattered over the 
skin. The first appearance of epithelioma 
was on the finger where the patient con- 
stantly wore her wedding ring, this possibly 
acting as a local irritant. Later on malig- 
nant ulcers developed on the neighboring 
finger, on the pubes, and on the labia 
minora, this appearance of multiple growths 
being characteristic of arsenical affection. 
In spite of operative removal, death oc- 
curred, apparently from internal metastatic 
growths, about two years after the woman 
first came under medical treatment. 

The exact method of causation of the form 
of cancer associated with arsenic is not cer- 
tain. A direct influence as a stimulant to 
epithelial growth is possible, the element 
acting as what Mr. H. C. Ross has termed 
an auxetic or producer of cell-division. 
More probably the process is indirect, the 
poison first tending to cause degeneration 
of the cells of the skin, and the products of 
their destruction constituting the stimulus 
to undue proliferation of epithelium. The 
clinical sequence would seem to be, first, 
hyperkeratosis or heaping up of the horny 
layer of the skin, then formation of fissures 
in the diseased epidermis, with subsequent 
invasion of these by parasitic bacteria. 
Ulcers are then formed, in the edges of 
which epithelioma develops. 

The use of arsenic for psoriasis is proba- 
bly less general in these days than it was 
some years ago, but even now it is not un- 
commonly used for this affection, and also 
for chorea over somewhat prolonged peri- 
ods. Now arsenical compounds have also 
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been introduced, such as salvarsan and 
atoxyl, which may not be free from danger 
though they are usually given in compara- 
tively short courses. It is therefore well 
to bear in mind the possible ill effects of 
arsenic and carefully to watch for the ap- 
pearance of any signs of thickening of the 
skin, which should lead to immediate sus- 
pension of the drug. It is noteworthy that 
in Mr. Pye-Smith’s case the onset of the 
skin affection was only noted many years 
after treatment had been discontinued, a 
somewhat disquieting circumstance sug- 
gesting that even such a warning may come 
too late, and that the safer rule would be 
to avoid the prolonged use of arsenic.— 
Lancet, July 19, 1913. 





SPINAL ANALGESIA IN MILITARY 
SERVICE IN 600 CASES. 

HAUGHTON, writing in the British Medi- 
cal Journal of August 9, 1913, says that the 
accumulated experience of the last six years 
has convinced him of the advantages of 
this method, and he summarizes the results 
of his last 600 cases operated upon in the 
Military Hospital, Aldershot, during the 
past three years, in which spinal analgesia 
was the routine anesthetic for all opera- 
tions on regions below the level of the sixth 
dorsal segment of the spinal cord. 


SUMMARY OF OPERATIONS. 


RE Re ae ee tee ae 156 
Appendicitis (acute) .............csceccees 63 
Appendicectomy (afroid)................ 60 
GABIPDERTETOStOMAY 2.0... coc ccc ccccces 2 
SE SS Ne 1 
Intestinal anastomosis... .......c0cssseces 2 
ee 10 
Operations on kidney................... 1 
SS 2 ae 1 
ee 296 
eS Sa Se En 82 
eS 95 
Reduction of dislocated hip.............. 1 
Amputations (leg, thigh, and foot)...... 3 
Wiring fractured patelle................ 5 
Removal semilunar cartilage of knee.... 36 
Other operations on lower limbs, wiring 
OF -GueGNe STACINTES. . 0... os occas ees 82 
Zotal non-abdominal...........6...5.. 304 
Total abdominal and non-abdominal op- 
STR Gr CW Chee ES ebnca sacs 600 


There are a few points in this table which 
call for remark. There was in this series 
no case of failure to enter the dural sac. 
There was no case in which injection was 
not followed by adequate analgesia. There 
was no case which gave cause for any 
anxiety as to the safety of the method. 
There were six cases in which analgesia 
did not last to the end of the operation. 
These were lengthy procedures, in which 
the operation was completed under chloro- 
form inhalation. 

As regards the after-effects of injection 
in this series, they were fairly uniform— 
26 per cent of the patients experienced 
slight faintness or nausea within fifteen 
minutes after the injection. This condition 
passed away quickly, and the patients be- 
came drowsy and comfortable; on return- 
ing to the ward 6 per cent vomited. Among 
those are included cases in which vomiting 
was present before operation. Headache 
was reported in 28 per cent of the cases; 
it was usually mild and seldom interfered 
with the patient’s sleep. In 40 per cent of 
the cases injected there was no discomfort 
of any kind, either during or after the ope- 
ration, and in the words of the theater 
attendant “they did not turn a hair.” 

That spinal analgesia as a routine pro- 
cedure is preferable to inhalation anesthesia 
in military surgery is now realized by those 
who have studied both methods, while its 
great value to the surgeon on active service 
or abroad has been widely appreciated. 
Haughton has used it in West Africa, and 
found the black man as amenable as the 
white. 

In the recent Balkan war it was used in 
the British Red Cross Hospitals sent to 
Turkey and to Greece. 

Time does not permit of a discussion of 
the technique of spinal analgesia, but a full 
description of the method will be found in 
(1) A System of Operative Surgery, vol. 1, 
edited by Mr. Burghard; (2) in Keen’s Sur- 
gery, vol. vi; and (3) in the Royal Army 
Medical Corps Journal for December, 1912. 

The advantages of this method to both 
patients and surgeons are numerous and 
obvious. Amongst them may be mentioned 
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the patient’s (1) increased safety and free- 
dom from the toxemia of a general anes- 
thetic; (2) the total abolition of operative 
shock; (3) the retention of consciousness. 
To the surgeon: (1) The relaxation of 
muscular tissue is complete. The degree of 
relaxation is unattainable by other methods 
of anesthesia, and is a great help to rapid 
operation. (2) The services of an anesthe- 
tist are not required. Operations can be 
carried out single-handed if necessary. (3) 
The technique and apparatus are simple, 
portable, and inexpensive. 

As in the administration of any other 
anesthetic, the best results can only be ob- 
tained by careful study and an intelligent 
technique. They are particularly applicable 
to the use of spinal analgesia, which de- 
mands, in addition, a high level of surgical 
cleanliness and attention to detail. 





WHAT THE GENERAL PRACTITIONER 
SHOULD KNOW ABOUT 
GONORRHEAL IRITIS. 

The New Orleans Medical and Surgical 
Journal for July, 1913, contains an article 
by HarreLt. He says the object of his 
paper is to bring before the profession a 
subject that seems to be almost wholly un- 
recognized by the general practitioner, and 
one about which the specialist has had less 
to say than the gravity of the disease would 
seem to warrant. 

Unlike gonorrheal ophthalmia, it is 
brought about by the spread of gonorrheal 
bacteria or toxins throughout the system, 
and not by direct inoculation. 

Two forms of the disease are described 
—an acute, non-relapsing, and a more sub- 
acute or chronic relapsing form. Accord- 
ing to the experience of our best authorities 
who have made special study of this sub- 
ject, in a certain percentage of cases of 
gonorrhea which begin as a local, specific 
urethritis, there occurs an absorption of bac- 
teria or toxins from the urethra which 
invade the entire system. Most of these 
cases manifest themselves at first in the 
form of a gonorrheal arthritis of one or 
more joints, but we may have pericarditis, 


endocarditis, peritonitis, or meningitis. 
Harrell uses the word arthritis in contra- 
distinction to rheumatism, as is often used, 
because it is not in any sense a rheumatic 
affection. This places the affection of the 
eye in a class by itself. 

The disease generally accompanies or fol- 
lows an attack of gonorrheal arthritis, but 
not always. We sometimes have the affec- 
tion come without any joint disease. Mr. 
E. Treacher Collins, London, says when the 
system is once invaded by gonorrheal toxins 
the patient is not entirely free from a lia- 
bility of attacks of iritis for a period of ten 
years. 

The affection in many respects is not un- 
like the other forms of iritis, but taking 
into consideration the elective affinity of 
these toxins, or germs, it is probable that 
we have to deal with more than a simple 
iritis ; but in most cases with an iridocyclitis, 
a plastic iridochoroiditis, or uveitis. It is 
quite possible for us to have the affection 
begin in the deeper structures of the eye, 
the iritis coming on as a secondary affec- 
tion. When the disease attacks the deeper 
structures, there is usually a free exuda-. 
tion, and sometimes the pupil is occupied 
by a considerable mass of _ bluish-gray 
lymph. Its onset is sometimes marked by 
fine, dotted deposits upon the posterior 
surface of the cornea and opacities in the 
vitreous. This lowers the vision very ma- 
terially in some cases, and each subsequent 
attack furnishes more of these exudates, 
increasing the loss of function, and in many 
cases these deposits never clear up entirely, 
but remain to interfere with the full func- 
tion of the eye. Harrell recalls a case he 
had four years ago which had one relapse, 
during which time the vision went down 
very low, he being able to see fingers only 
at about three feet. After convalescence 
set in his vision improved rapidly, but has 
never reached quite the normal. This case, 
which was treated the first two weeks by a 
general practitioner, still has the exudates 
in the vitreous, and a slight posterior 
synechia. 

In the local treatment of these cases 
atropine, collyria, and hot compresses are 
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used. Dionin in solution of 10 per cent in- 
stilled twice or three times daily is one of 
the best remedies we have, as its first effect 
is to bring about a great increase in the 
blood supply to the eye, followed by a re- 
cession, producing a drainage that opens 
up the lymph spaces and relieves the eye of 
a certain amount of the diseased process, 
and also assists in the control of pain. The 
constitutional treatment consists in the use 
of the antigonococcic serums and vaccines. 
Dr. Arnold Knapp reports good results in 
the use of Torrey’s serum. During conva- 
lescence Harrell uses the iodides and con- 
tinues the dionin. 

Gonorrheal phylacogen, a serum origin- 
ated by Dr. A. F. Schafer, Bakersfield, 
California, is a remedy upon which very 
favorable reports have been made in the 
treatment of this disease. One prominent 
physician has announced that he will soon 
report in one of the leading medical jour- 
nals a large series of cases thus treated, with 
almost 100 per cent cures. Let us hope 
that such will be the experience of many 
others with this remedy. 





THE EFFECTS OF CONTINUOUS AD- 
MINISTRATION OF EXTRACT OF 
THE PITUITARY GLAND. 

Joun Musser, Jr. in the American 
Journal of Medical Science for August, 
1913, tells us that eighteen individuals were 
given the dried extract of the whole pitui- 
tary gland without other medication. The 

following effects were noted: 

Blood-pressure: Seventeen showed a rise 
in systolic blood-pressure, the greatest rise 
being 28 mm. of mercury, though rarely it 
remained at the same height as before tak- 
ing the extract or even becoming lower. 

Pulse-rate: The changes in the pulse- 
rate were inconstant; an increase was gen- 
erally observed, though in two individuals 
the rate was decidedly decreased. 

Diuresis: Six individuals noted a diu- 
retic effect. The extent, absence, or pres- 
ence of this symptom could not be accu- 
rately determined. The urine showed no 
particular change except in one case. Gly- 
cosuria was never observed. 
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Intestinal tract: Diarrhea developed in 
seven cases, and four, previously costive, 
had daily movements during the period of 
taking the drug. 

Subjective symptoms: Four individuals 
were apparently much benefited by the rise 
in pressure and general stimulative effect 
of the glandular extract upon the unstriated 
muscle, person was_ benefited 
through the diuretic effect of the extract. 
In the remaining patients there was little 
effect noted except by those who developed 
the rather annoying diarrhea. 


and one 


Conclusion: Prolonged administration 
of extracts of the pituitary gland exert a 
distinct pressor effect upon the peripheral 
vascular apparatus, which persists for an 
appreciable time after discontinuation of 
the drug. This is apparently the only con- 
sistent effect following continued adminis- 
tration of the gland per oram; other results 
were variable and indefinite. 





ANGINA PECTORIS AND CHLOROFORM 


In the British Medical Journal of August 
9, 1913, VERDON points out that in the 
course of the last few weeks two deaths 
from angina pectoris have received com- 
ment in the public press, and in both cases 
chloroform appears to have been employed 
in the alleviation of pain during the seizure. 
Verdon asserts he did not know anything 
about these particular cases, and therefore 
his remarks upon the administration of 
this drug are not intended to apply to them, 
but he wishes to call attention to the fact 
that there is a class of cases of angina pec- 
toris in which the administration of chloro- 
form is attended by considerable risk. 

An opinion is prevalent in the profession 
that during the anginal seizure the arteries 
are in a state of vasoconstriction, that per- 
ipheral resistance is increased and blood- 
pressure is raised, consequently that the em- 
ployment of a drug which causes rapid vaso- 
dilatation in the splanchnic region is indi- 
cated. This opinion receives confirmation 
from the action of nitroglycerin in alleviat- 
ing pain in the anginal seizure, but it must 
be remembered that nitroglycerin relieves 
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spasm in involuntary muscle in whatsoever 
organ or part it is situated, and no proof 
whatsoever exists that the relief which 
this drug affords in angina pectoris is ob- 
tained through reduction of arterial spasm. 

The prevailing opinion—namely, that the 
visceral circulation is impeded by vasocon- 
striction during the anginal seizure, and 
therefore that the heart is under strain from 
increased peripheral resistance—finds no 
sanction from the results of modern meth- 
ods of examination. In fact, 
points in the opposite direction. 

A series of blood-pressure readings taken 
by Verdon during the seizure show, in 
many instances, neither an elevation nor 
decline. In a few cases he has found blood- 
pressure raised, but in these the elevation 
was not high, nor were the attacks severe. 
On several occasions he has found blood- 
pressure lowered, falling 20 to 30 mm. Hg. 
below the standard regarded as normal in 
the individual case. 

To the last class of cases Verdon now 
wishes to draw particular attention. A 
fall in blood-pressure such as this must 
The 


clinical aspects of the cases support this 
view. 


evidence 


mean vasodilated splanchnic vessels. 


Persons so affected appear to be in 
a state of shock; the pulse is stringy and 
soft, hard or compressible, frequent or slow. 
The venous system, so far as surface veins 
indicate its state, is drained of blood. Veins 
on the dorsum of the hands lie in furrows 
at a plane beneath surface. The 
arterial system is in no better state. The 
skin is pallid, cold, and covered with sweat. 
From the shortage of blood in peripheral 
veins and arteries, it may be affirmed that 
the main volume of the stream is lying inert 
in splanchnic lacune. 

In cases belonging to this class pain ap- 
pears in its severest type, and in these cases 
internal remedies fail on account of lack of 
absorptive power on the part of the gastric 
wall. Hence the inducement is strong to 
seek a remedy which may be administered 
through inhalation. But in the case of sub- 
jects belonging to this class, administration 
of chloroform is attended by considerable 
danger. 


the 


THE OXYGEN CONTENT OF THE 
BLOOD IN PNEUMONIA. 

PEABopy, in the Journal of Experimental 
Medicine of July 1, 1913, makes a report on 
this subject. He points out that in most 
cases of uncomplicated lobar pneumonia 
the decrease of respiratory surface is com- 
pletely compensated for, and the oxygen 
content of the blood is within normal lim- 
its. Occasional cases of uncomplicated 
pneumonia have an oxygen content of the 
venous blood which is below normal. In 
the two cases he reports this was associated 
with a carbon dioxide content of the blood 
which was higher than normal, and the con- 
dition was apparently due to an interfer- 
ence with the respiratory exchange of gases. 

In the terminal stage of the fatal cases of 
pneumonia in which death does not occur 
with great suddenness, there is often a 
progressive diminution in the oxygen con- 
tent of the blood. Synchronous with this 
is a progressive decrease in the oxygen- 
combining capacity of the blood. These 
changes are usually seen in patients in 
whom an intense bacteremia has developed 
and are analogous to those found in the 
arterial blood of infected rabbits, and to 
those resulting from the growth of the 
pneumococcus in blood in vitro. In all three 
conditions there is probably a change of 
oxyhemoglobin to methemoglobin. This 
change of the hemoglobin molecule, so that 
it no longer takes up and gives off oxygen 
readily, is probably a factor in the immedi- 
ate cause of death in many cases of pneu- 
monia. 





VERONAL RASHES: WITH A NOTE ON 
LUMINAL. 

PERNET, in the British Medical Journal 
of August 9, 1913, has this to say on this 
topic: 

Since Wohler in 1828 first produced urea 
synthetically, and accidentally apparently, 
from ammonium cyanate, synthetic chemis- 
try has gone on apace. But it was not till 
1904 that the method of manufacturing 
veronal from urea was published. 

Pernet’s first case of veronal rash oc- 
curred in 1906. The patient was a woman 
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who had taken veronal for sleeplessness. 
On May 7 a blotchy rash appeared, but by 
May 10 it was fading. On the night of 
May 11 the patient took 7% grains of ve- 
ronal, and by 1 A.M. of May 12 the rash 


was worse. He first saw the patient on 
May 12, when there was a diffuse blotchy 
erythematous eruption mixed up with cir- 
cinate lesions, showing a tendency to vesic- 
ulate in their centers, distributed about the 
arms, neck, trunk, and legs. In a word, it 
was an erythema toxicum, which has been 
well known for some time. One point 
about this case, however, was of some inter- 
est, namely, that the eruption was worse on 
the right arm than on the left, which had 
recently been affected by a neuritis. 

Another case which came under his notice 
in 1910 is worth recording here. The 
patient was also a woman, who had two 
years previously whilst abroad suffered 
from an eruption of the face with blister- 
ing of the lips, after taking veronal. The 
roof of the mouth at the time felt hot and 
dry. She had had another attack of the 
same kind abroad, after taking veronal. One 
month before he saw the patient she had 
taken malonal, which is only veronal under 
another name; but she did not know this. 
The fact is, many synthetic compounds are 
rechristened from time to time, which is 
very unfortunate. Industrialism being all- 
powerful, nothing can be done to prevent 
this. Other synonyms of veronal are hyp- 
nogen, maloures, deba. 

To return to the patient. She took one 
small tablet of malonal, and five minutes 
after her mouth began to tingle and the 
head to feel hot. The eruption then oc- 
curred. She described the lesions about the 
face, lips, and hands as watery blisters, 
and these were accompanied by general 
swelling of the head, orbits, and nose. For 
the first time the chest was also involved, 
and the remains were still present when he 
saw her—namely, three or four circular 
areas with dilated vessels. 

Here he had to deal with a severe bullous 
rash. The question of anaphylaxis at once 
occurs to one. Warned that malonal was 
veronal, no doubt the patient has profited 
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by the knowledge, for Pernet has not seen 
her since. He is sure she would have let 
him know about any further trouble, for 
she was an old patient of his. 

Another case he believes he is justified in 
mentioning in this connection is one of 
luminal rash. Luminal is a derivative of 
veronal, the ethyl group of which has been 
replaced by a phenyl group, thus— 


C2Hs CO—NH C2Hs CO—NH 
»e 4 Sco eX \ co 
a / e 
C2Hs CO—NH CeHs CO—NH 
(Veronal) (Luminal) 


The patient in this case was also a lady. 
A fortnight before he saw her, after taking 
three grains of luminal a day, she devel- 
oped an erythematous rash, which got prac- 
tically well. On resuming the luminal the 
rash recurred, and when he first saw the 
case the eruption had been present for two 
days. It was extensively distributed about 
the neck, trunk, and limbs, slightly affecting 
the face. In appearance the erythematous 
rash was morbilliform, and in some areas, 
especially about the lower part of the back, 
it was en nappe, sheet-like, as a result of 
coalescence. The palms and soles were not 
affected. The second attack was much 
worse than the first. 

At that time luminal was new to Pernet, 
and he compared in his mind the rash with 
eruptions he had seen as a result of veronal. 
In a general way he had come to the con- 
clusion, instinctively, that the phenyl group 
was one to be feared as a factor. 

Pernet adds that he has never prescribed 
veronal. Nor does he consider it should 
be used incidentally in skin cases, espe- 
cially of the bullous type. 





DOES TEETHING EVER PRODUCE 
MORBID SYMPTOMS? 

MILLER attempts to answer this question 
in the Archives of Pediatrics for July, 1913. 
He points out that modern scientific meth- 
ods of investigation have materially lessened 
the number of morbid symptoms that may 
be attributed to teething. 

It seems impossible for an impartial 
observer to deny that definite deviations 














from the normal are frequently associated 
in a direct causal manner with teething. 

It is not the only physiological process at- 
tended with discomfort, pain and patho- 
logical disturbances, even of grave import. 

Without enumerating these in detail, the 
arguments adduced by those opposed to 
the doctrine of a morbid dentition, although, 
perhaps, not always to be met by replies 
altogether satisfactory, are, when this is 
the case, sufficiently answered by the firm 
conviction, based upon clinical experience, 
of numerous able observers. 

Many of the symptoms frequently 
ascribed to teething are purely incidental, 
and may readily be explained in other ways. 

The symptoms directly associated with 
dentition are local and reflex, and include 
local signs in the mouth, disturbances of 
digestion, perhaps otalgia, but never otitis; 
certain nervous disturbances, largely depen- 
dent upon the mouth condition, and, very 
doubtfully, convulsions, and finally, eczema. 

Gum-lancing, when judiciously _ per- 
formed, has a beneficial effect in relieving 
the symptoms of morbid dentition. 

The greatest care should always be exer- 
cised in excluding all other causes before 
connecting any symptom or set of symp- 
toms with the cutting of the teeth. 





PITUITARY EXTRACT IN UTERINE 
INERTIA. 

In the American Journal of Obstetrics 
for July, 1913, EpGar says ampoules of the 
drug should alone be employed, as constant 
results failed when the pituitary extract in 
bulk solution was used. 

There are three reliable proprietary 
preparations of the drug now on the mar- 
ket; all of these were used at different 
periods in his cases. 

For decided action 0.4 gramme of the 
drug is usually called for, although in ordi- 
nary cases, with little obstruction, half that 
dose was found sufficient. 

As the effect of the drug lasts but thirty 
minutes, repetition of the dose is often 
called for. 

Intramuscular injection is usually satis- 
factory, causing no local reaction or pain. 
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Further, no toxic symptoms were observed 
from the use of the drug even in maximum 
doses. 

Pituitary extract may be combined with 
ergot when the action of the former fails, 
and with heart stimulants in shock cases, 
without compromising the actions of these 
drugs. 

Pituitary extract has no place in normal 
labor; the administration should be con- 
fined m obstetrics to instances of primary 
and secondary inertia, to postpartum 
hemorrhage and Cesarian section—in the 
last as a substitute for ergot. 

The drug produces strong intermittent 
contractions, often prolonged for several 
minutes. He has never observed true con- 
tinuous tetanic uterine contractions (tetanus 
uteri). 

Although theoretically the uterine con- 
tractions are intermittent, practically in the 
face of resistance, the contractions approach 
to the continuous in character and clinically 
must be so reckoned with. 

Full and even small doses of the drug in 
the first stage of labor have caused in his 
cases fatal compression of the fetus, pre- 
mature separation of the placenta, and 
deep rupture of the cervix. 

In the first stage, or where decided ob- 
struction exists in the second stage, Edgar 
gives small tentative doses of pituitary 
extract, not with complete delivery by 
means of the drug in view, but to bring the 
head in easy reach of a simple forceps op- 
eration. Seven out of thirty-nine cases 
were thus treated. 

Pituitary extract acted promptly and 
efficiently in most of his thirty-nine cases 
of inertia in the first and second stages. Its 
action was more positive in multipare than 
in primipare; it acted better at full term 
than in premature cases; also better in the 
second than first stage of labor when admin- 
istered shortly after the spontaneous arti- 
ficial rupture of the membranes. 

In the nineteen cases in which the drug 
was used immediately after the third stage 
for postpartum hemorrhage due to inertia, 
the results were disappointing—so much so 
that he considers its action here most unre- 
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liable and not as positive as the ergot prepa- 
rations. 

In eighteen postpartum cases they found 
no effect of the drug in two; it was 
necessary to use ergot in two instances; a 
hot acetic acid douche in two more; to pack 
the uterus in seven cases; and in the re- 
maining six cases only were good uterine 
contractions observed. 

In Czsarian section he could not observe 
any advantage of pituitary extract over 
ergot, aside from the observation that the 
former acted more promptly and hence need 
not be administered so early in the opera- 
tion. 

In induction of labor the drug failed to 
initjate contractions, but apparently ini- 
tiated them after the use of gauze, the 
bougie, or the hydrostatic bag. His belief 
is that the drug strengthened already exist- 
ing contractions not yet apparent to patient 
or physician. 

For primary inertia in abortion cases 
their results with the drug were disappoint- 
ing. 

For atony of the bowel and bladder and 
as a galactagogue their results were frankly 
negative. 

The dangers to mother and child in the 
indiscriminate administration of this drug 
for primary or secondary inertia of the first 
or second stages of labor must be reckoned 
with. 

Only a few of thirty-nine cases of inertia 
were frankly in the first stage of labor, and 
these were the earliest cases. The remain- 
der were in the second stage, or border-line 
cases just merging into the second stage. 

He considers the use of the drug in the 
first stage a dangerous practice, liable to 
cause death or deep asphyxia of the fetus, 
separation of the placenta, uncalled-for 
laceration of the cervix, and possible uterine 
rupture. 

He has to report, of the thirty-nine cases 
of inertia in the first and second stages, 
two and probably four still-born children 
due, in his opinion, to the use of pituitary 
extract, before full dilatation, and three 
instances of deep laceration of the cervix 
requiring suture to control the bleeding. 


The author looks upon the use of pitui- 
tary extract before full dilatation or dilata- 
bility of the cervix as equivalent to the use 
of ergot at this time. In fact it is probably 
more harmful than ergot, by reason of the 
more powerful contractions produced and 
the uncertainty of its action. 

He has repeatedly observed prolonged 
tempestuous contractions, when the drug 
was given in the face of too much resist- 
ance, closely simulating tetanic contractions 
of the uterus (tetanus uteri). 

The action of the drug is most uncertain. 
One can never predict in a given case, 
either from the amount of the drug admin- 
istered or from the character of inertia and 
the obstruction to be overcome, how pow- 
erfully the drug will act upon the uterus. 

He has repeatedly observed both in pri- 
vate and hospital practice that 0.2 gramme 
of pituitary extract, half the usual dose 
commonly employed, produced such pro- 
longed and powerful uterine contractions 
that uterine rupture was imminent, and 
anesthesia was required to control the action 
of the drug on the uterus. 

In his opinion the drug should never be 
employed for inertia in any stage of labor, 
unless anesthesia is at hand for immediate 
use, and preparations complete for imme- 
diate operative delivery if necessary, to 
avoid uterine rupture. 

Finally, with due regard to its action, 
and possible dangers, pituitary extract is a 
most valuable addition to our resources for 
the treatment of primary and secondary 
inertia. 


PITUITRIN IN LABOR. 

WiteE (American Journal of Surgery, 
July, 1913) states that the question is fre- 
quently raised as to whether in the present 
day and generation labor is a normal func- 
tion. Such a careful man as DeLee does 
not hesitate to say that it should be but is 
not. It is of striking importance, especially 
from the standpoint of social economy, to 
realize that fully 8500 women annually die 
in childbirth. This does not include the 
mortality ensuing from injuries received 
during labor nor from the diseases acquired 











during pregnancy or the puerperium. A 
conservative estimate would place the num- 
ber of deaths from the direct and indirect 
consequences of labor at 20,000. In addition 
one must bear in mind the invalidism and 
weaknesses resulting from injuries during 


childbirth. Lacerations, malpositions, con- 
gestive conditions of the genital organs, all 
produce postpartum results that add to the 
discomfort, unhappiness, and distress of a 
large part of the women who have under- 
gone maternity. 

Any therapetitic agent which will serve 
to lessen the mortality or the debilitating 
effects of childbirth should be welcome to 
the obstetrician as well as being of immense 
value to the feminine portion of the com- 
munity. Pituitrin bids fair to be of unusual 
service in conservative obstetrics. A thera- 
peutic agent capable of lessening the neces- 
sity of surgical interference possesses a 
wide scope of usefulness. 

Gruenbaum (Miinch. med. Wochenschr., 
September, 1912) has emphasized the fact 
that pituitrin frequently obviates the neces- 
sity of applying forceps. Aubert has dem- 
onstrated in the Maternity Hospital of 
Geneva that the percentage of forceps oper- 
ations has fallen within one year from 5 to 
2.26, as a result of the use of this agent. 
Vogt has stated that the use of this drug in 
cases of contracted pelves has lessened the 
necessity of a forceps operation in his ex- 
perience in Dresden. Liepman has en- 
thusiastically advocated that forceps should 
not be used until after the hypophyseal 
extract has been used. He even believes 
that Cesarian should not be at- 
tempted previous to the administration of 
this therapeutic agent. Apparently the 
prophylactic value of this new agent repre- 


section 


sents a field of activity which requires thor- 
ough investigation, with a view to determ- 
ining its exact place in the prevention of 


the severe obstetrical procedures which are 
all too frequent at the present time. 

If pituitrin succeeds in lessening the use 
of forceps it will have accomplished a great 
Vogt, Hamm, Studeny, and various 
other obstetricians have brought very sug- 
gestive evidence to indicate that, in their 


result. 
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experience at least, the necessity of using 
forceps has been reduced to an almost neg- 
ligible minimum. The value of the de- 
creased frequency of forceps operation is 
manifest not only in the decreased harmful 
results upon the mother, but also in the 
prevention of lacerations, contusions, hem- 
orrhages, and paralyses among the infants. 

The social significance of pituitrin is en- 
hanced in that while it is effective in pro- 
ducing uterine contractions after labor has 
begun, it apparently is of no service for the 
induction of an abortion. Its prophylactic 
value in lessening the injury to the mother 
and to the child recommends it as a thera- 
peutic agent worthy of consideration by the 
conservative obstetrician. The verdict of 
the investigators is that its administration 
rarely produces any harmful action upon 
either the mother or the child. The exact 
place which this drug will occupy in ob- 
stetric practice is still sub judice. In the 
interests of society it is to be hoped that the 
performances of the future will substantiate 
the promises of the present. 





SALVARSAN IN THE TREATMENT OF 
TABES. 

Le REDDE in a communication to the 
Société de Médecin de Paris, 1913 (quoted 
in Journal de Médecine et de Chirurgie, 
March, 1913), holds that tabes is entirely 
and completely curable by means of Ehr- 
lich’s arsenic salts, provided these are given 
in divided doses. When used in small quan- 
tities no result can be expected. Pain, 
visceral crises, emaciation, and serum reac- 
tion all disappear. He reports one case of 
cure of fifteen months’ standing; others of 
six, eight, and ten months. There is no 
danger attendant upon the treatment, pro- 
viding it be given in a technically proper 
way. Contraindications are properly re- 
corded, and the first series of injections 
are administered in progressive doses. This 
is a complete contradiction to the experi- 
ence of the vast majority of others who 
have tried this treatment in tabes, and needs 
much corroboration before it will be ac- 
cepted. 
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TREATMENT OF LIME STARVATION. 


RusseELu (Medical Record, 1913, 1xxxiii, 
517) observes that serous effusions evidence 
a lack of lime, while a fibrinous one may 
indicate an excess of this material. He 
cites incomplete development, lessened vi- 
tality, and failure of reparative processes 
as some of the indices of the lack of lime 
in the system. He also notes that calcium 
phosphate is not assimilated unless com- 
bined with a protein. To insure lime ab- 
sorption it is needful that there should be 
phosphate of lime, casein, and dilute hydro- 
chloric acid present. In milk and eggs phos- 
phate of lime is found in abundance. The 
diet suggested by Russell is two eggs to a 
quart of milk and half an ounce of dilute 
hydrochloric acid, and this as a daily dose. 
It is supplemented by fat emulsions, from 
one-half to two ounces in hot water twice 
daily. It is particularly in tuberculous 
manifestations both medical and surgical 
that he applies his theories in regard to 
deficiency of assimilable and_ utilizable 
lime. 





MODERN TREATMENT OF URETHRAL 
RUPTURE. 

Marion (Journal d’Urologie, Tome iii, 
No. 4, 1913) holds that urethral rupture 
should be treated in a manner quite other 
than that usually regarded as classical. Im- 
mediately following a rupture there is a 
profuse meatal bleeding, or the formation 
of a hematoma, and very often retention 
of urine. The hematoma is a source of 
danger only if infected. Urine containing 
pyogenic microodrganisms and continuous 
catheterization are the two usual means by 
which infection occurs. If retention be not 
treated promptly it is followed by extrava- 
sation with its often fatal consequences. 
As a consequence of rupture, even though 
this be partial, there is invariably a stric- 
ture. 

The treatment lies in the arrest of hemor- 
rhage, should it be profuse; in preventing 
the hematoma from suppurating ; in reliev- 
ing retention; in preventing an ultimate 
stricture. The recognized treatment at the 
present time in case there be difficulty in 


passing urine is to catheterize and leave the 
catheter in place. Or if this be impossible, 
by means of an external urethrotomy find- 
ing the two ends, passing a catheter, and 
suturing these two ends about the catheter. 
This treatment is invariably followed by 
stricture. Guyon with the idea of avoiding 
this stricture has for years advised peri- 
toneal section down to the seat of rupture 
and bringing the torn urethral ends through 
the skin, thus making a fistula, the opening 
of which subsequently becomes covered 
with epiderm. When this ‘end is accom- 
plished the fistula is closed by plastic oper- 
ation, thus preventing cicatrization, since 
the flaps are well covered with epithelium. 
This method is open to the objection that 
it takes a long time, sometimes many 
months. Moreover, in closing the fistula 
the skin surface is sometimes needful ; this 
containing hair follicles leads to subsequent 
trouble. 

Marion lays down as the first law of 
proper treatment that under no circum- 
stances should a patient with ruptured 
urethra be catheterized or explored. When 
the diagnosis is uncertain as to whether 
the membranous urethra or bladder is rup- 
tured, the passage of a sound may be need- 
ful, but simply for diagnostic purposes, nor 
is it then particularly hurtful. as operative 
interference should follow immediately. If 
the urethral rupture is not accompanied by 
retention, nor by perineal tumefaction, nor 
by disquieting bleeding from the meatus, 
there is no need for immediate surgical in- 
tervention, certainly none for passing an 
instrument. Stricture may or may not fol- 
low. If it does it can be cured better than 
at the time of rupture. 

When there is a pronounced perineal 
tumefaction without bleeding from the 
urethra, stricture does not necessarily re- 
sult. This indicates that the mucous mem- 
brane has not been torn. When the rup- 
ture is complicated by bleeding from the 
meatus and pronounced periurethral swell- 
ing, intervention is absolutely indicated 
since stricture always results. When the 
patient cannot urinate, retention may be 
overcome by aspiration of the bladder, 











which may be repeated an indefinite num- 
ber of times. It should never be relieved 
by urethral instrumentation. The object of 
intervention is to reéstablish the continuity 
of the canal. The usual cause of stricture 
is infection at the suture line excited by 
continuous catheterization. Proper treat- 
ment, according to Marion, is first a supra- 
pubic cystostomy for the purpose of pre- 
venting the urine coming in contact with 
the line of suture. A three-centimeter-long 
cut is sufficient, just enough to allow the 
introduction of a finger and the catheter. 
Cystostomy having been made the left in- 
dex is passed into the bladder, its neck 
found, and a catheter is introduced into the 
posterior urethra and left there. The 
catheter is thus placed to facilitate the find- 
ing of the posterior end of the torn urethra. 
The patient is then placed in the lithotomy 
position and an incision is made into the 
perineum, evacuating the clots. The two 
ends of the urethra are found. If there is 
marked crushing or laceration they are cut 
off until healthy tissue is reached and then 
sutured together around a large sound. The 
perineal wound is then closed around the 
sutured urethra and a skin opening is left 
large enough for drainage. The sound 
about which the urethra has been sutured 
is removed, and a drainage-tube is left in 
the bladder. 

For twelve days the bladder is drained 
by the suprapubic tube, the urethral repair 
taking place well guarded against trauma- 
tism and infection. Thereafter the vesical 
drainage is removed and the patient is al- 
lowed to pass urine through the urethra. 
At first the freest discharge will be through 
the suprapubic opening. Gradually there 
will be increase in the quantity passed 
through the urethra until all is evacuated 
in this way. Should the suprapubic fistula 
fail to close about the end of the third week 
a continuous urethral catheterization should 
be practiced. For three years Marion has 
thus treated all his traumatic strictures, 
some complicated by urethroperineal fistula. 
He has not once seen stricture follow re- 
section or suture of the urethra. 
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RECTAL TORPOR. 


S1ncER (New York Medical Journal, 
July 5, 1913) holds that the normal state 
of the rectum is emptiness. In physiologi- 
cal defecation the bowel contents are 
broken off at the flexura lienalis and evac- 
uated below it. In the prompt ‘act of 
evacuation by a person possessing perfectly 
healthy bowels the feces are really evac- 
uated in one pillar. The anatomical con- 
figuration of the parts at the junction of the 
lower end of the sigmord flexure with the 
rectum, showing the presence of an excep- 
tionally strong muscle at the boundaries of 
the sphincter rectoromanus and sphincter 
tertius (Hyrtl), is such as to present a bar- 
rier between the reservoir for feces af- 
forded by the lower flexure and the position 
of the rectum in evacuation. When the 
great colon begins to act it pushes forward 
the contents of the bowels toward the lower 
flexure, and it is the opening of the 
sphincter rectoromanus which, under the 
pressure of the oncoming pillar of feces, 
causes reflex evacuation. 

This process, the result of combined 
muscular action, begins at the moment 
when a sufficiently large amount of stool 
advances into the ampulla. At this point 
the opening of the sphincter begins, and the 
writer considers this as a specific action of 
the ampullar portion of the rectum. It is 
from the complicated action of the abdom- 
inal muscles, the diaphragm muscles, the 
pelvic floor (levator ani), and last, but not 
least, the muscular apparatus of the rectum, 
coordinating synergy of various impulses, 
that the regular act of evacuation results. 

In many individuals the introduction of 
an instrument or even of a finger into the 
rectum is sufficient to call forth this reflex 
influence, resulting in the desire for defeca- 
tion. This is made use of not only by 
mothers and nurses, but also methodically 
in the treatment of certain forms of con- 
stipation. 

There is a special form of constipation, 
called by Singer anomalous, in which people 
go about with full rectums without feeling 
the need to defecate. It is due to the tor- 
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pidity of the mucous membrane of the 
rectum, most frequently acquired by resist- 
ance to the normal desire to defecate. Feces 
may accumulate to such an extent in the 
ampulla as to require manual removal. The 
want of water and too complete absorption 
of the contents of the bowel are responsible 
for defective stimulus of peristalsis. To 
these causes constipation is due, which is 
associated with different qualities of the 
food—a meat diet, with its small residue, 
on the one hand, and a diet of food rich in 
cellulose on the other. One must not ignore 
the fact that cause and effect can be con- 
founded. Even bowel contents in them- 
selves well adapted for evacuation may by 
various causes be retained for a longer 
period than normal in the lower intestine, 
and there become thickened by absorption 
of water, so that in this way evacuation is 
rendered difficult. 

There are instances where patients 
treated by the most varied diets still con- 
tinue to have a hard stool. Hertz desig- 
nates this condition very expressively as 
“greedy colon.” Such an anomalous re- 
sorption may be inherited through several 
generations and may be exhibited by the 
infant. There is also ampullar constipation, 
due to weakness of the muscles of the 
ampullar floor, some parts of the stool al- 
ways remaining, and thus the feces accumu- 
late gradually until large masses fill the 
ampulla. The stimulus excited by such a 
filled ampulla on the muscular apparatus 
entrusted with the act of defecation acts 
frequently incompletely instead of once and 
thoroughly. Hence there is a fragmentary 
evacuation. The diagnosis of rectal torpor 
is readily made by observation of the stool 
and digital and endoscopic examination. 
Diets and purgatives are as a rule of no 
value. Small enemas of water, chamomile 
tea, warm olive oil, hyoscyamus and liquid 
paraffin applied morning and evening are 
to be highly recommended. For children a 
cocoa-butter suppository is often sufficient. 
In addition to dilating bougies and tubes 
Singer advises the use of an electric lavage. 
A tubular electrode, furnished at its center 
with a metal mandrel, is introduced into the 


rectum. Two hundred grammes of water 
are poured into it. A broad, flat electrode 
is applied alternately to the flexure of the 
colon and to the cecum. The application 
lasts ten minutes. 





A CASE OF LYMPHOSARCOMA TREAT- 
ED WITH COLEY’S FLUID. 

SPENCER (Journal of the Royal Army 
Medical Corps, June, 1913) records the 
case of a man suffering from a lympho- 
sarcoma which had existed for a year. It 
was soft, rounded, and freely movable be- 
neath the left sternomastoid. This was ex- 
cised. It recurred promptly, the patho- 
logical report showing lymphosarcoma. An 
attempt was made to clear out the posterior 
triangle on the left side, but removal of the 
growth was incomplete. The wound healed 
well, but again there was prompt recur- 
rence. Parke, Davis & Co.’s Coley’s fluid 
was begun with an initial dose of 4% minim, 
and this was gradually increased for three 
weeks, an injection being given almost 
every day. In three weeks the amount 
given daily was 10 minims, and this was 
continued for two more weeks; a well- 
marked reaction with a good deal of inflam- 
mation followed each injection. Except 
for the first few days, all injections were 
made into the tumor itself. The tumor 
stopped growing in a week and then began 
to diminish in size, though this was masked 
to some extent by the local inflammation 
and thickening set up by the injections. 
After stopping the injections the swelling 
subsided, and in a few days nothing could 
be felt of the tumor. A further course of 
injections was given for a month, 10 
minims being administered on alternate 
days. The patient was kept under observa- 
tion for two months and then returned to 
duty. A year later there was no sign of 
any further recurrence, and, except for the 
fact that at the second operation the spinal 
accessory nerve was injured, causing some 
weakness of the shoulder, he appeared to be 
in perfect health. 

The summary of treatment is as follows: 
Doses, % to 9 minims, April 6 to 25, 16 

















injections ; total, 76 minims. Full doses, 10 
minims, April 26 to May 11, 14 injections; 
total, 140 minims. Second course of injec- 
tions, 10 minims, May 29 to June 29, 15 
injections ; total, 150 minims. 





THE PRACTICAL SURGICAL VALUE OF 
DETERMINING THE COAGULA- 
' BILITY OF THE BLOOD. 

SCHLOSSMANN (Deutscher chir. Kong., 
1913; quoted in Surgery, Gynecology and 
Obstetrics, August, 1913) states that if the 
determination of coagulability is to have 
any practical value, a simple and, at the 
same time, must be 
available. The author thinks Birker’s is 
the best for the practitioner. The procedure 


accurate apparatus 


is of diagnostic value in revealing cases of 
masked and hemophilia, where 
clinical symptoms are lacking, though the 
coagulability of the blood is decreased. It 
has no value as a means of differential diag- 
nosis between doubtful cases of hypo- and 
hyperthyroidism (Kocher). Slight changes 
of coagulability, such as Kottmann asserted 
were present, were found only in very 
marked cases of Basedow’s disease or 
myxedema. Determination of coagulabil- 
ity is a very valuable aid in prognosis where 
operations are performed in cases of cho- 
lemia. They give a clue to prognosis, not 
only as to the general resistance of the 
cholemic patient, but also as to the amount 
of postoperative hemorrhage to be expected. 
The knowledge of the blood’s capacity for 
coagulation has so far had no satisfactory 
therapeutic results. All means used to in- 
crease it are notoriously uncertain in their 
effect. Some progress has been made in 
controlling hemorrhage by the local appli- 
cation of tissue juices, which favor clotting. 
Tissue fluids expressed from the human 
thyroid and from animal organs, prepared 
by the author’s method, which renders them 
stable and sterile, have been used with good 
results in hemorrhage from operations on 
parenchymatous tissue, especially in cases 
in which the coagulability of the blood was 
defective. 

Unger, in discussion, called attention to 


partial 
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the fact that in experimental work to test 
the influence of various substances on the 
coagulability of the blood, it must be re- 
moved from the vein in such a way that 
it touches nothing but the endothelium. 
Even the slightest admixture of tissue 
juices must be carefully avoided. The 
coagulability of the blood is markedly in- 
creased by the addition of concentrated salt 
solutions. 





THE CAUSE OF PAIN IN PYELOG- 
RAPHY. 

TENNANT (Annals of Surgery, June, 
1913) quotes the case of a patient into 
whose renal pelvis was injected a 15-per- 
cent collargol suspension, the right pelvis 
holding 20 Cc., and the left 15 Cc. The 
patient suffered considerable pain, but the 
skiagram was not satisfactory. Five weeks 
later a 25-per-cent suspension was _ used. 
At this time 12 Cc. were injected into the 
right ureter and 10 into the left, when pain 
became excruciating, especially on the right 
side. 

The skiagrams at this time gave ‘quite a 
clear view of both pelves, that of the right 
being large and irregular as compared with 
the normal left. There was also observed 
a marked shadow well out in the par- 
enchyma extending from the center of the 
right kidney, infiltrating into its upper pole. 
The shadow was assumed to be a diseased 
area connected with the renal pelvis, which 
the pressure of the fluid had opened and 
the collargol penetrated. The right kidney 
was exposed two weeks after the last 
ureteral catheterization and was found to 
be ptosed and enveloped in a great amount 
of inflammatory adhesions. A large wedge- 
shaped area of kidney substance about two 
inches wide was found to be infiltrated with 
the collargol, and the capsule covering this 
infarct was lifted from the parenchyma by 
a layer of collargol. This mass or infarct 
was found to extend down to the renal 
pelvis, and was resected without going into 
the pelvis. The kidney was then stitched 
in place, the patient recovering without 
complications. 
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The fluid having found its way into the 
tubule, passed through its entire length, 
and excited changes analogous to those 
seen in tubular nephritis of toxic origin. 
This observation would seem to favor the 
use of a pressure gauge in giving renal 
collargol instillations, in this particular case 
a piston syringe having been employed. 





TRANSPLANTATION. 

Jianu (Archiv fiir Klinische Chirurgie, 
Bd. 102, Heft 1, 1913) reports the case of 
a workman whose forearm was almost 
completely amputated as the result of an 
accident. Both bones were broken, the ra- 
dial and ulnar artery cut through, and the 
skin of the forearm was torn in shreds for 
about three-fourths of its circumference, 
the hand being united to the forearm by 
a strip of skin about 3 cm. wide. Half an 
hour after the accident the bones were 
united, the muscles sewn, anastomosis of 
the median and ulnar nerves was made, and 
anastomosis of the radial artery by means 
of invagination. Restoration of the ulnar 
artery was impossible because of extensive 
destruction. No anastomosis of the veins 
of the forearm was attempted because of 
the opinion that the veins in the remaining 
flap of skin were sufficient for the return 
circulation. Three years later there was 
much disturbance of sensibility and mo- 
tion although vasomotor disturbances were 
getting steadily better. The hand, however, 
was still alive. 

A dog’s leg was amputated and after ten 
minutes replaced. Three months later the 
dog died of bronchopneumonia. The leg, 
though living, was of very little service. 
There was a pseudoarthrosis at the femur. 
The artery and vein were patulous. 

Three fingers were reimplanted half an 
hour after they had been cut off in a book- 
binding machine. Sutures were applied to 
the bone and the skin; mummification fol- 
lowed. In the course of resection of the 
leg because of the presence of an osteo- 
sarcoma the foot was sewed to the stump 
of the leg, the long saphenous being anas- 
tomosed and the posterior tibial nerve being 


sewed, as were also the muscles and the 
skin. After three days the circulation 
seemed to be maintained. Thereafter gan- 
grene due to arteriovenous thrombosis 
formed at the seat of anastomosis because 
of the difference of caliber of the vessels 
united. 

In a case presenting itself with a chronic 
ulcer of the lower leg an ingenious surgeon 
thought this might be due to faulty meta- 
bolism incident to congenital atrophy of 
both testes. With this in view there was 
taken a testicle from a child suffering from 
hernia—this was put in beneath the skin of 
the patient in the scrotal region. It is 
recorded that the ulcer did not heal and 
that the testicle was absorbed. Transplan- 
tation of the ovary was equally unsuccess- 
ful, excepting for the great relief of symp- 
toms. 

In a case of goitre operated upon because 
of pressure symptoms there developed 
myxedema pains in the bones and tetany. 
The author states that the thyroparathyroid 
apparatus of one side was implanted into 
the lower leg with segments of the jugular 
and carotid corresponding to the points of 
entrance and origin of the thyroid vessels. 
These segments were sewed to the ends of 
the long saphenous and to the posterior tibial 
arteries. The patient perished—it is not 
stated in what time, although it is noted 
that the vascular anastomoses of the trans- 
plants were patulous. 

In a patient suffering from carcinoma 
of the uterus the operation had for a side 
product the removal of 6 cm. of infiltrated 
ureter. The continuity of this canal was 
restored by means of the hypogastric artery, 
which was allowed still to retain its connec- 
tions with the surrounding connective tissue. 
“Heilung” is the brief comment as to the 
result of this operation. 

The parotid duct was extirpated in the 
course of removing a cancer of the face. 
This resected part was replaced by a part 
of the facial vein, the fibrous connections of 
which were carefully preserved. The cure 
here is reported as quite wonderful in re- 
gard to function. 

During the course of a hernia operation 




















a large portion of the vas deferens was re- 
moved, in the replacement of which a seg- 
ment of the epigastric artery was employed, 
though preserving its fibrous connections to 
the surrounding tissues. It seemed needful 
to employ this measure since the unfortu- 
nate patient had lost the testicle of the other 
side because of tuberculosis, 

From a dog there was removed the 
lateral portion of the vena cava, and this 
was replaced by a pedicle peritoneal flap 
strengthened by stitching over the aponeu- 
rosis of the psoas muscle. The result is 
stated to be admirable, the dog still living. 
A similar experiment was performed upon 
the portal vein of an animal. Two months 
later the vein was found to be practically 
normal. 

During a hernia operation a large wound 
was made in the femoral vein. A flap was 
taken from the hernial sac. The result is 
reported as satisfactory. 

The author reports transplantation by 
means of a modified Siamese-twin method. 
The operation is done in stages. In the first 
stage the two animals employed are fast- 
ened together by a plaster bandage until the 
transplanted organ has so modified its cir- 
culation as to be assured of vitality, thus 
allowing a cutting of the pedicle which at- 
taches it to the donor. 





THE MECHANISM OF THE STOMACH 
AFTER GASTROENTEROSTOMY. 

OUTLAND, SKINNER and CLENDENING 
(Surgery, Gynecology and Obstetrics, Au- 
gust, 1913) have made a careful x-ray study 
of the mechanism of the stomach after 
gastroenterostomy, as a result of which 
they have come to the following conclu- 
sions : 

Gastroenterostomy, if properly done, is a 
drainage operation. 

After gastroenterostomy, if the stoma is 
at the lowest part of the stomach in the 
erect position, the food leaves the stomach 
almost exclusively by the gastroenterostomy 
opening. 

Under these conditions the stomach is 
emptied with great rapidity. 
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Gastroenterostomy should be done only 
in the presence of pyloric stenosis, or 
pyloric spasm due to duodenal or gastric 
ulcer. 

The gastroenterostomy opening should 
be made large and placed as close as is 
permissible to the pyloric antrum. 

In cases in which the gastroenterostomy 
opening does not quite drain the stomach, 
the food leaves both by means of the stoma 
and the pylorus. Even in these cases, how- 
ever, the stomach empties itself faster than 
normal. 

The clinical failures after gastroenter- 
ostomy are probably due to the cases of 
faulty implantation of the stoma. 





COXA VARA WITH REFERENCE TO 
EXTENSIVE RECOVERY FROM 
THE DEFORMITY. 

SEVER (Boston Medical and Surgical 
Journal, 1913, clxviii, 495; quoted in Sur- 
gery, Gynecology and Obstetrics, August, 
1913) cites nine cases of coxa vara ac- 
companying knock-knee or bow-legs in 
which rachitis is the underlying cause. 
With the exception of one case, treatment 
was resorted to only for the knock-knee 
and bow-legs. The result obtained for the 
coxa vara condition was equally as good as 
in the one case receiving the usual treat- 
ment. It seems that as the coxa vara tends 
to return to normal, any restoration of the 
lower legs toward a normal weight-bearing 
line would also have a favorable influence 
in hastening the above tendency. 

The author’s conclusions are: 

Rachitis coxa vara is a frequent and 
concomitant condition of knock-knee and 
bow-legs, but may exist independently. 

In this series of cases it was observed to 
a greater degree in knock-knee than in bow- 
legs. 

The remedying of a coexisting condition 
of knock-knee or bow-legs may hasten the 
process of recovery from coxa vara. This 
statement is made without evidence to sup- 
port it. 

In all cases there is a tendency to spon- 
taneous recovery and a restoration toward 
the normal angle of the neck of the femur 
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without treatment, with no cessation from 
use or weight-bearing. 

There is probably very little or no perma- 
nent disability in the average case. 





CHOLECYSTECTOMY VERSUS CHOLE- 
CYSTOSTOMY. 

CriLE (Cleveland Medical Journal, July, 
1913) notes that in reviewing the history 
of the cases at the Lakeside Hospital chole- 
cystostomy presents rather too frequently a 
history like the following: For a time the 
wound remains quiescent; then there is 
some fever and pain—the old familiar pain 
—associated with a sense of pressure and 
burning at the scar, which reddens, swells, 
becomes tender, raised, and after several 
days by opening allows the escape of muco- 
pus, perhaps bile. Immediately the symp- 
toms disappear, and after a short period of 
drainage the opening closes. After an in- 
definite period this cycle repeats itself. It 
does not satisfy or content the victim of 
this cyclic gall-bladder to assure him that 
this is a safety-valve, that no possible dan- 
ger attends it, and that some day it may get 
well. He replies that he suffers keenly, that 
his work is broken into, that he is handi- 
capped and wishes to be rid of his trouble. 
This means cholecystectomy, which uni- 
formly gives relief. 

Such cases present to us definite clinical 
problems: Can it be determined at the time 
of operation whether a given case will 
eventuate in this malevolent cycle? Is 
cholecystectomy followed by any noxious 
after-effects? Will the mortality-rate of 
cholecystectomy be greater than that of 
cholecystostomy in the cases that will be 
followed by the cycle of cholecystitis, erup- 
tion, quiescence? From the local condi- 
tions one can with considerable accuracy 
forecast the clinical behavior of the gall- 
bladder and the cystic duct. This predic- 
tion, however, is subject to modification on 
two principal accounts, the technique of the 
operation and the after-care. 

If the mucous membrane of the gall- 
bladder is gangrenous; if there is a stone 
embedded by ulceration in the cystic duct; 


if the wall of the gall-bladder is thickened 
by scar tissue as a reaction to infection; 
and if there is no bile in the gall-bladder— 
these conditions usually are followed by re- 
current obstruction and infection. On the 
other hand, if the gall-bladder has approxi- 
mately normal walls, and if the cystic duct 
is approximately normal, then no matter 
what the size or the number of stones, if 
the operation be performed with gentle ma- 
nipulation, so as to avoid any unnecessary 
trauma, there will be no postoperative path- 
ologic cycle. Too much stress cannot be 
laid upon the necessity of gentle manipula- 
tions in the performance of the operation. 
What would happen to the urethra if a 
clumsy hand attempted to guide inio the 
bladder a metal catheter or sound which 
had become corrugated by age and neglect? 
Or what would be the result of forcibly 
stuffing rough gauze into the urethra so 
that copious bleeding would be caused? The 
urethra would swell, become infected, ob- 
structed, and later, perhaps, strictured. The 
base of the gall-bladder and the cystic duct 
resent no less the bruising and wounding 
of the mucous membrane by gauze or by 
implements. Following such needless 
injury there may be occlusion, for the nor- 
mal cystic duct is very small and is easily 
closed by stricture. Finesse can accomp- 
lish a more certain exploration and a more 
difficult extraction than can rough manipu- 
lation. 

In the cases in which cholecystectomy is 
indicated the pathologic condition of the 
gall-bladder would make cholecystectomy 
safer than cholecystostomy, as the former 
obviates the necessity for prolonged drain- 
age and limits the extent of infection, 
especially of infection of the incised wall. 
The mortality of cholecystectomy depends 
also on the technique. The gall-bladder 
should be exposed by an ample wound, so 
that there is free access to its base; the 
freeing and separation of tissue should be 
made by sharp dissection, care being taken 
not to cut into the liver, that bleeding and 
infection in that organ may be avoided. 
The entire gall-bladder should be freed 


- from its attachment, so that ample oppor- 
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tunity may be given for determining the 
exact place where the gall-bladder ends and 
the cystic duct begins, this being the point 
at which the division should be made. This 
technique results in but little reaction. 

It is well to emphasize further the neces- 
sity of most careful determination of the 
exact point at which the division should be 
made between the gall-bladder and the 
cystic duct. If the division be made too 
high, so that even a little part of the gall- 
bladder is left, there may result the forma- 
tion of a diminutive gall-bladder, with dis- 
tinct cholecystitis, accompanied by pus and 
the formation of small stones. If, on the 
other hand, the cystic duct be divided too 
near its junction with the common duct, the 
lumen of the latter may be first narrowed 
by the pressure of the ligature, then totally 
occluded by swelling; this occlusion usually 
is relieved by the subsidence of the swell- 
ing. That there may be a correct division, 
therefore, it is essential to have ample room 
for work, and to maintain a clear field. 

In cases showing chronic infection with- 
out febrile reaction, the risk of cholecystec- 
tomy is less than that of cholecystostomy. 
In cases of acute cholecystitis with protec- 
‘tive adhesions, however, in which the cystic 
duct is obstructed, cholecystectomy will give 
a higher mortality than will mere drainage 
of the gall-bladder, for the reason that dur- 
ing the excision of the viscus, even with the 
most careful technique, it is necessary to 
traumatize the surrounding tissues to such 
an extent that their local immunity is im- 
paired. In such cases it is probably wiser 
merely to drain the gall-bladder, interfer- 
ing with the local tissues as little as pos- 
sible. Later, if necessary, excision may be 
practiced. 

The clinical results of cholecystectomy in 
many cases of pathologic gall-bladder are as 
much better than cholecystostomy as ne- 
phrectomy of a pus-ridden kidney is better 
than a nephrostomy. The convalescence 
after cholecystectomy is usually as unevent- 
ful as is convalescence from a salpingec- 
tomy for chronic suppuration. Crile has 
never seen any adverse clinical results fol- 
lowing excision of the gall-bladder. It has 
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been argued that the surgeon would be at a 
great disadvantage should there later be a 
necessity of operating for stone in the com- 
mon duct. To this objection one may reply 
that the common duct occupies a fixed po- 
sition with definite landmarks, and if a 
bloodless anatornical field is maintained by 
a sharp dissection, the duct is easily found, 
even though it be buried as deeply as pos- 
sible under overlying adherent organs. 





TUBERCULIN SKIN REACTIONS IN 
INFANCY. 

3ROWN (American Journal of Obstet- 

rics, August, 1913) reports from Holt’s 

service and finds the cutaneous test by far 

the most reliable of any. 

specific. 


The test was 
Many of the criticisms of the test 
have been founded on faulty premises, im- 
perfect technique, and misinterpretations. 

The simplest method should be used; the 
elaborate needles and scarifiers, etc., serve 
only to complicate matters, and in many 
cases produce too much local reaction which 
leads one to faulty conclusions. For the 
past three years the undiluted tuberculin 
has been used. A small drop is placed on 
the outer side of the forearm, which has 
been previously washed with alcohol, and, 
after making the control scratch with a 
sterile needle, fully two inches from the 
tuberculin, a similar scarification is made 
through the drop, each scratch being less 
than a quarter of an inch in length. It is 
best to hold the infant’s arm until it is dry. 
If excessive reaction occurs it is well to 
cover the inflamed area with gauze in order 
to prevent infection. 

The reaction appears as a slightly indu- 
rated red areola. 
several forms. 


It may occur in one of 
The usual one, which usu- 
ally appears within twelve to eighteen hours, 
and reaches its maximum intensity in 
twenty-four hours, remains at its height for 
one or two days and then gradually disap- 
pears inside of three to four days, followed 
by a slight local desquamation. 

There is a rapid reaction which occurs 
within a few hours, only to disappear 
within ten to twelve hours. This may readily 
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be overlooked and is of no diagnostic im- 
portance. 

There is an intense reaction which ap- 
pears about the same time as does the usual 
form, but may take two or more days to 
reach its minimum. Rarely vesiculation 
occurs. There is more or less induration 
of the skin. There seems to be no relation 
between the intensity of the reaction and 
the activity of the disease. 

The total number of tests tabulated is 
650, divided as follows: 

One to three months, sixty-two cases. 
Thirteen had a positive reaction; fourteen 
had a definite history of contact with a 
tuberculous individual. The diagnosis was 
confirmed by autopsy in the case of every 
infant who died. Of the fifty-nine negative 
cases, autopsies were performed in ten, in 
none of which was a tuberculous focus 
found. 

Three to six months, 102 cases. Seven 
responded to the test; six of the infants 
died, and diagnosis was confirmed by 
autopsy or by finding the bacilli in the 
sputum or cerebrospinal fluid. The remain- 
ing case was in a child suffering from 
marasmus, who was discharged unimproved. 
Of the ninety-five cases giving a negative 
response, thirteen came to autopsy; in none 
was a tuberculous focus found. 

Six to twelve months, 217 cases. In 
forty-three cases a positive reaction was 
obtained, thirty-five, or 81 per cent, of 
which proved to be tuberculous either by 
autopsy or bacilli findings. Five died be- 
fore the result of the test could be deter- 
mined. Of the remaining three positive 
cases two had pneumonia and were dis- 
charged cured, while the third had adenitis. 
In the 174 giving a negative response six- 
teen autopsies were performed. In only 
one case was a miliary infection disclosed. 
This is the solitary instance of the entire 
series of a want of correspondence between 
the results of the test and autopsy findings. 

Twelve to eighteen months, 156 cases. 
Of these, thirty-seven gave a positive re- 
action; twenty were proved either by 
autopsy or bacilli findings to be tuberculous. 
Ten of the remaining cases were cases of 


clinical tuberculosis; discharged unim- 
proved. Three were improved and three 
cured. Of the 110 giving a negative re- 
sponse to the test there were fifteen autop- 
sies performed, and in none was a tubercu- 
lous focus observed. 

Eighteen months to two years, 
cases. 
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Twenty-four gave a positive re- 
action, and of these fifteen, or 62 per cent, 
were proved tuberculous by autopsy or 
bacilli findings. Of the remaining nine 
cases, four were moribund on admission 
and died within twenty-four hours. All 
were proved tuberculous by autopsy. Not 
one of the latter cases responded to the 
test. Four others were cases of active 
tuberculosis and were discharged unim- 
proved. One case was cured with no evi- 
dence of tuberculosis. Out of the eighty- 
eight cases giving a negative response four 
came to autopsy; none showed evidence of 
tuberculosis. 

In view of the fact that 70 per cent of 
positive cutaneous reactions in hospital 
infants under two years of age (which do 
not include moribund cases or cases with 
actual tuberculosis that were discharged) 
have definitely been proved fatal, one would 
seem justified in stating that at least 90 
per cent of positive cutaneous reactions in 
hospital infants which were under ‘two 
years, and especially so in infants under 
one year, means active and fatal tuber- 
culosis, and furthermore that the lesions 
are, with but rare exceptions, general in 
distribution. 

In suspicious cases a second and even 
third test should be made if the first proves 
negative. 

The infant shows a high degree of sus- 
ceptibility to tuberculosis, as is shown by 
the fact that of sixty-one cases of definite 
exposure forty-one, or 67 per cent, re- 
sponded to the test, and of these, thirty- 
seven, or 60 per cent, of those exposed died 
of tuberculosis. 

A negative cutaneous reaction in infancy 
except in moribund cases or those suffer- 
ing from measles is almost conclusive evi- 
dence against the existence of a tuberculous 
focus. 
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PARASYPHILIS. 


MclIntosH and Fixpes (Lancet, Sept. 27, 
- 1913) agree with Nonne to the effect. that 
the non-specific theory of dementia paraly- 
tica and other nervous affections classed 
as parasyphilitic must be abandoned, and 
that such pathological conditions must be 
regarded as a species of spirilosis. The 
lesion is not regarded as a direct result of 
the activity of the spirocheta pallida, but 
rather to the action of toxins derived from 
these organisms, which have a particular 
affinity for certain nerve areas. 

It is now generally recognized that an 
involvement of the central nervous system 
is of common occurrence in early syphilis, 
and so much is this the case that Neisser 
at the International Congress held that no 
one should be passed as cured of syphilis 
until the cerebrospinal fluid had been re- 
duced to a fully “normal” condition. 
Clinically the “involvement” may be recog- 
nized by a series of symptoms ranging from 
a mere headache to a complete mental dis- 
ability and death. We imagine that the 
headache is an index of meningitis, usually, 
no doubt, trivial, but nevertheless definite. 
In more pronounced cases the process may 
involve not only the perivascular lymphatics 
of the pia, but also the perivascular sheaths 
of the vessels entering the cerebral sub- 
stance. The spirocheta pallida will be 
numerous in such lesions. As in the other 
forms of syphilis, the spirochetz will tend 
to leave the neighborhood of the vessels and 
to invade the surrounding tissues, in this 
case the brain proper, and in such a manner 
will occur a subacute or acute encephalitis. 
If such an acute lesion is rapidly subjected 
to intensive antisyphilitic treatment the 
great majority of the spirochete will be 
destroyed and the patient will recover with- 
out residual signs. If not he will become 
mentally deranged and eventually die. 
These lesions probably occur in the second- 
ary period, and it will readily be allowed 
that a small number of spirochete may 
survive and lie dormant during the latent 
period either in the lymph-vascular tissues 
or in the brain substance proper. If we now 
proceed to investigate the state of affairs at 


a later date in the tertiary period we find 
that all the tissues of the body which have 
been under the influence of the spirocheta 
in the secondary period are in a state of 
“hyperallergie” (von Pirquet). They have 
undergone an invisible change as a result 
of an immunity process, and are hyper- 
immune to the action of the sensitizing 
virus. This hyperimmunity is of such a 
type that the cell will detect and react to 
a much smaller quantity of virus than was 
the case in the secondary period; and, 
further,‘ this reaction will be of an ab- 
normally violent type designed as a pro- 
tective mechanism, but resulting in the case 
of delicate tissues in destruction. _ The cell 
receptors are so “avid” that the virus effects 
an abnormally strong intoxication. This is 
the explanation of such destructive lesions 
as the gumma, in which the number of 
spirochete is extremely small. The 
gumma is, however, a purely lymph-vascu- 
lar lesion, and is due to a focal reaction 
about a nidus of spirochetz which has re- 
mained dormant in this position. On the' 
other hand, the gummatous process may 
be more diffuse, in which case a number 
of focal reactions will occur. Finally, the 
lesion may be so diffuse that the focal 
perivascular nature may be little evident. If 
such a process occurs in an organ the 
incidence of the intoxication will also fall 
largely upon the parenchymatous cells and 
induce in them an excessive destruction 
(diffuse orchitis). 

From the above account it is clear that 
“cerebrospinal syphilis” is due to a reaction 
in the altered lymph-vascular tissues of the 
meninges and vessels, and since it is thus 
focal the brain substance will be little in- 
volved. If, however, an exacerbation oc- 
curs in a nidus of spirochetz which has 
been left latent in the nerve tissues from a 
previous encephalitis, an excessive reaction 
will follow in these tissues, and will lead 
to degeneration of the nerve cells (para- 
syphilis). 

Thus cerebrospinal syphilis is due to a 
tertiary hyperallergic reaction in the vascu- 
lar tissues, while parasyphilis is due to a 
tertiary hyperallergic reaction in the nerve 
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tissues and accompanying interstitial tissues 
(neuroglia). The infiltrations about the 
vessels do not suggest the presence of the 
virus therein, but represent an effort on the 
part of the wandering cells to reach the 
neighborhood of the lesion in order to pro- 
duce a “gumma.”’ They are prevented 
from gaining this position by the adven- 
titial sheath which surrounds the vessels. 

According to this view there is no essen- 


tial difference between the lesions of 
encephalitis of the secondary period and 
encephalitis of the tertiary (dementia 


paralytica), except in the greater 
ceptibility of the tissues in the latter. Thus 
a particularly toxic secondary encephalitis 
might simulate the clinical symptoms or 
even the pathological appearance of de- 
mentia paralytica. 


sus- 


To sum up their concept of syphilis of 
the central nervous system, they hold that 
it consists of two main divisions—one 
largely or entirely confined to the lymph- 
vascular tissues, and the other largely or 
entirely confined to the brain substance. In 
each of these two divisions varying num- 
bers of spirochetz, and, even more so, 
varying sensitization of the tissues will oc- 
casion lesions of varying clinical import- 
ance. In the vascular tissues these will 
range from a slight meningitis to a gum- 
matous process, and in the brain from a 
slight meningoencephalitis to tertiary en- 
cephalitis (dementia paralytica). It will be 
admitted that these views are to some ex- 
tent hypothetical, and are not founded upon 
a large pathological anatomical experience. 
This result is, however, due to the fact that 
the cases now recognized as encephalitis 
(Wassermann reaction and discovery of the 
spirochete) were formerly not recognized 
as syphilitic. The “cerebral syphilis” of 
the literature is practically confined to the 
gummatous processes. Further, since the 
patients are susceptible to treatment, a 
post-mortem examination is a rare occur- 
rence. It is nevertheless certain from the 
rich clinical material and wide experience 
of Dr. Head and Dr. Dearnsides that the 
various syphilitic states referred to are 
common. 


A CASE OF RHEUMATIC ARTHRITIS 
TREATED BY RHEUMATISM 
PHYLACOGEN. 

ERSKINE (Lancet, Sept. 27, 1913) reports 
the case of a patient thirty-three years old, 
exhibiting pain, stiffness, and swelling of 
the left knee and hip of crippling severity. 
The involvement was of a month’s duration, 
nor did it show any betterment under care- 
fully regulated treatment. Phylacogen was 
injected, beginning with 2 Cc. About 
twelve hours after the injection the patient 
had a slight reaction, the temperature rising 
from 100° to 102° and the pulse rising to 
115, there being complaint of pain in all the 
joints. Thereafter the injection was re- 
peated every second day, increasing the 
dose each day till she was eventually re- 
ceiving 10 Cc. After the third injection 
there was a distinct betterment in the 
arthritic symptoms. In about two weeks 
the patient was out of bed and walking, 
and a week later was discharged from the 
hospital. She was reported a month later 
as being entirely able to take up daily 
regular work. 

Erskine calls attention to the fact that 
this remedy was of benefit in obstinate 
cases of myalgia and neuralgia. This was 
evident in a case of sciatica in a young 
woman. When this patient came under the 
author’s care she had been suffering from 
an attack of three or four weeks’ duration, 
the pain being sufficiently severe to keep 
her awake at nights and to render move- 
ment a matter of difficulty. There 
tenderness at all the nodal points of the 
left sciatic nerve and some fibrosis of the 
muscles of the left thigh and leg. Ordinary 
remedies had failed to produce any ameli- 
oration of the symptoms. The first two 
doses (2 and 3 Cc.) gave rise to no reac- 
tion, and had little if any effect on the 
pain; but the third injection (5 Cc.) was 
followed by a sharp rise of temperature 
and pulse, accompanied by intense pain and 
swelling of the left arm and shoulder, 
which persisted for a couple of days. The 
sciatic pain, however, had completely gone, 
and this fact, combined with the discom- 
fort of the reaction, made the patient re- 


Was 
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fuse further injections. She remained un- 
der observation for three weeks longer, 
during which time she had no return of 
the pain, and was able to walk and run 
without any difficulty at all. Another case 
of obstinate lumbago in a woman of forty- 
eight was followed by a similarly satisfac- 
tory result. 


LATERAL CURVATURE. 


Aspott (Surgery, Gynecology and Ob- 
stetrics, August, 1913) briefly but clearly 
outlines his method of treatment, one which 
has revolutionized orthopedic practice with- 
in the last year. He states that in the lat- 
eral curvature of the spine, or scoliosis, the 
deformity must first be overcorrected and 
then held in this position for a considerable 
period until the structures have regained 
their normal shape and functions. 

The deformity of lateral curvature in its 
first stages is an easily defined position. It 
is a normal physiological position, one 
which may be and is assumed by the indi- 
vidual frequently during the ordinary activi- 
ties of every-day life. It is the position of 
flexion, plus lateral bending, plus rotation 
of the bodies of the vertebre toward the 
convexity of the lateral curve. In this posi- 
tion one shoulder is elevated, the other de- 
pressed, and the pelvis may be tilted on its 
vertical axis. The posture is frequently 
assumed when a person becomes overtired, 
or when performing some kinds of labor, 
and is commonly found in schoolchildren 
sitting in a faulty position at a desk. 

The position having been found in which 
a lateral curvature develops, or in which it 
may be created, it is obvious, if the fore- 
going conclusions are correct, that the pa- 
tient should be placed in a posture opposite 
to that in which the deformity developed, 
and held there, not only until all restrictions 
to normal motion have been removed, but 
until the necessary changes have taken place 
in the structures to insure a cure. 

The easiest method for obtaining this po- 
sition—i.e., that of overcorrection—is, per- 
haps, by placing the patient on a specially 
constructed frame made for this purpose. 


The apparatus is similar to the so-called 
Brackett frame used in applying plaster 
corsets in Pott’s disease, with an added 
superstructure. It is made of gas-pipe in 
the usual dimension: length five and one- 
half feet; width, twenty-six inches; height, 
seven feet. On either side are four wind- 
lasses for making traction, and at the top a 
bar extends lengthwise so that the feet may 
be elevated. At the bottom there is a mov- 
eble bar so that the traction for removing 
the rotation may be correctly adjusted. The 
patient is placed face up on a hammock 
suspended from the frame in the position of 
flexion ; straps are applied, and the corset is 
so shaped as to allow of further correction; 
a plaster dressing is also applied. As soon 
as the dressing becomes fixed the patient is 
removed from the frame and windows, are 
cut so that felt may be inserted in order 
to push the patient into the position of 
overcorrection. 

In many cases after the rotation has 
been removed the lateral curve, which is 
more persistent, may be pushed into the 
overcorrected position by cutting out be- 
neath the shoulder and over the hip and 
inserting felt pads on the opposite sides. 
The length of time necessary to hold 
the patient in an overcorrected position 
for the structure to change depends upon 
the severity of the deformity. In one 
of moderate degree the following rules, 
which are best illustrated by the history 
of a corrected case, have seemed to pro- 
duce the best results, but they are sub- 


ject to change, and further experience 
may cause a complete modification of 
them : 


Girl, eighteen years of age, with a fixed 
right dorsal curve, slight compensatory 
lumbar. Partial overcorrection obtained 
when first corset was applied; felt pads in- 
serted at intervals of about one week ; corset 
worn five weeks, at the end of which time 
the rotation was completely overcorrected, 
but some lateral bending remained. New 
corset applied and worn for four weeks. 
At this time there was full overcorrection 
and the patient was allowed to remain in 
this position for four months. The plaster 
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corset was then removed, a celluloid corset 
substituted, and she was given exercises. 

The question naturally arises at this 
point: Can all cases of fixed lateral curva- 
ture be overcorrected? There are a large 
number of cases in which the deformity is 
so extreme that it is futile to attempt to 
completely reduce it. On the other hand, 
it seems conservative to say that nearly all 
patients present themselves to the ortho- 
pedic surgeon for treatment, and he usually 
has them under his care, long before the 
distortion has reached a stage where it is 
impossible to obtain overcorrection. In 
other words, it seems possible by this 
method to correct the deformity in all cases 
before it has become so extreme that only 
partial relief can be obtained, as most pa- 
tients are under close observation during a 
period of years prior to that stage when 
they become hopeless. 

There are many factors to be found in 
severe cases which make the reduction dif- 
ficult and must be taken into consideration, 
yet careful attention to details will fre- 
quently make possible an overcorrection 
which at first seems doubtful, and the his- 
tory of a case in which reduction might 
seem impossible perhaps shows best what 
may sometimes be accomplished. 

Girl, sixteen years of age; deformity first 
noticed in early childhood ; has worn plaster 
corset for some time without benefit. 
Plaster corset applied with partial reduc- 
tion on the frame; felt applied at intervals; 
corset worn six weeks, with some deformity 
still present. Another corset applied and a 
better position obtained; felt inserted to 
push the spine into the overcorrected posi- 
tion. Corset worn two months and at time 
of removal overcorrection had been accom- 
plished. It was thought best, however, to 
increase the overcorrection, so another 
corset was applied, and by inserting felt at 
intervals for four weeks the spine was 
turned in the opposite direction to a de- 
gree almost as extreme as the original de- 
formity. Corset allowed to remain for five 
months, then removed, and patient given 
exercises. 

In the presentation of this method by 


other surgeons the criticism has been made 
that the reduction of the dorsal curve pro- 
duced an increase in the lumbar, or vice 
versa. In those cases in which there is al- 
ready established a compensatory curve, it 
is necessary to place another strap around 
the body so that traction may be made to 
prevent, or even remove, the compensatory 
curve, and if this rule is followed it will 
obviate the difficulty. 

The after-treatment of the reduction is 
as difficult as that of clubfoot, and must 
continue over a long period. It is neces- 
sary to apply some form of apparatus which 
will hold the patients in the position of 
overcorrection, and they must be removed 
from it daily for exercises. The use of 
the celluloid corset has seemed to produce 
the best results, and in the average case it 
is worn continuously for six months, and 
then either day or night for the following 
six months. During this whole period 
proper exercises must be given at least once 
daily. That it is possible to overcorrect the 
deformity very rapidly has been fully dem- 
onstrated, but there is danger in applying 
too much force, and more time should be 
taken than was used in the cases which have 
previously been reported. 

The amount of overcorrection which can 
be obtained in a case suitable for reduction 
seems limited only by the shape of the 
plaster corset, the amount of felt inserted, 
and the length of time employed to accom- 
plish it. 

Girl, aged fourteen; deformity fixed, but 
not extreme. Corset applied and worn for 
eight months, with felt inserted at intervals 
during the first four months. At the be- 
ginning of the ninth month the corset was 
removed. Patient showed marked overcor- 
rection, both in the lateral bend of the spine 
and in rotation. 

That it is possible to remove the deform- 
ity in most cases of fixed lateral curvature, 
excepting the extreme type, seems pos- 
sible; there are, however, many of the de- 
tails of this method which can be improved 
upon, and with this improvement less time 
will be consumed and better results will 
be obtained. 











REVIEWS. 


MopeRN MeEpIcINE: Its THEORY AND PRACTICE. 
In Original Contributions by American and 
Foreign Authors. Edited by Sir William Os- 
ler, Bart., M.D., F.R.S., and Thomas McCrae, 
M.D., F.R.C.P. Volume I: Bacterial Diseases— 
Diseases of Doubtful or Unknown Etiology— 
Non-Bacterial Fungus Infections—The My- 
coses: Second Edition, Thoroughly Revised. 
Illustrated. Lea & Febiger, Philadelphia and 
New York, 1913. 

The first volume of the second edition of 
this well-known system by Osler and Mc- 
Crae is at hand. The demand for a re- 
vision within the short period of six years 
must have been a source of gratification to 
both authors and publishers. The appear- 
ance of the first volume of this edition is 
heralded by the statement that the system 
has been most thoroughly revised by the 
distinguished authors themselves with the 
aid of other men of prominence. The 
statement is further made that the practical 
character of the work will be enhanced by 
increased stress upon diagnosis and treat- 
ment. The first volume attests the success 


of this effort, and it can safely be predicted’ 


that if the succeeding volumes bear the 
same evidences of thorough revision, and 
we have every reason to believe they will, 
the popularity of the second edition will 
greatly exceed that of the first. 

To bring the system within the reach of 
all, the price has been reduced almost in 
half. This has been made possible because 
the success of the first edition has borne 
certain initial expenses and because the 
number of volumes has been reduced from 
seven to five, which has been effected by a 
general condensation, an increase in the 
size of the page, and by augmenting the 
number of pages in each volume. 

The introductory chapter, the historical 
sections, the article on the biology of the 
mosquito, the contribution on inheritance 
and disease, the introductory section on 
protozoa, and the chapter on life insurance 
have been omitted in this edition. These 
subjects, the editors note, have not under- 
gone radical changes and can be referred to 
in the original work. 

The volume under consideration deals 


with the infectious diseases, and is pre- 
faced by an introductory chapter by Dr. 
Hektoen on the principles of bacterial in- 
fection and the reaction of the body forces 
to such invasion. The time has come when 
the practitioner can no longer afford to re- 
main ignorant of the general principles 
here so tersely and carefully presented. 
The rapid advance of our knowledge of 
biologic reactions has explained many 
hitherto obscure phenomena of infection, 
has made possible diagnostic tests of the 
greatest value, and gives promise of adding 
still further to the important list of bio- 
logical products of our therapeutic arma- 
mentarium. This chapter will appeal to 
the busy practitioner who has neither the 
time nor inclination to sift the vast amount 
of literature upon this subject. 

Part 1 contains the Bacterial Diseases, 
and extended discussion is accorded typhoid 
fever, lobar pneumonia, tuberculosis, lep- 
rosy, influenza, toxemia, septicemia and 
pyemia, tetanus, erysipelas, epidemic cere- 
brospinal fever, plague, anthrax and gland- 
ers, whooping-cough, undulant fever, Asi- 
atic cholera, diphtheria, acute poliomyelitis, 
gonococcus infections, and bacillary dysen- 
tery. These contributions are uniformly 
excellent. The chapter on acute poliomy- 
elitis is rather brief, and the reviewer is 
disappointed to find practically no refer- 
ence made to prophylaxis. This, particu- 
larly in view of the fact that the writer 
has expressed the belief that the disease has 
strong claims to be regarded as one of the 
acute specific fevers, basing the statement 
on a comparison with measles, scarlatina, 
etc., with regard to age incidence, seasonal 
exacerbations, epidemicity, etc., not to men- 
tion the reference under bacteriology to 
certain discoveries which “throw much light 
upon the possible methods of contagion, 
not only by direct contact, but by healthy 
carriers, domestic animals and insects.” 

Part 2 deals with the Diseases of Doubt- 
ful or Unknown Etiology. The excellent 
article on Smallpox by Dr. Councilman has 
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been revised by Dr. Beardsley, and we note 
the duly credited splendid plates of serial 
photographs illustrating the progress of 
the eruption in this disease far better than 
it is possible for one to describe. The 
various chapters on vaccination, chicken- 
pox, scarlet fever, measles, typhus fever, 
yellow fever, dengue, rabies, rheumatic 
fever, febricula, etc., are all particularly 
good. 

In the final section, Part 3, are discussed 
the Non-bacterial Fungus Infections: 
actinomycosis, streptothrichosis, mycetoma. 
oidiomycosis, blastomycosis, sporotrichosis, 
pulmonary aspergillosis, mycosis and mu- 
corina. 

Altogether the first volume evidences a 
careful compilation of well written contri- 
butions. The editors and authors are to be 
commended for having collected and com- 
bined in a single volume such a vast amount 
of practical information. The busy practi- 
tioner who wishes to consult the master 
minds in medicine, either to explain cer- 
tain phenomena in a given disease, or to aid 
in the sifting of evidence in the making of 
a diagnosis, or to obtain the latest informa- 
tion in regard to treatment, may consult the 
first volume with the assurance that therein 
are reflected the latest and most modern 
views. E. H. F. 


ProcressivE Mepicine. A Quarterly Digest of 
Advances, Discoveries and Improvements in 
the Medical and Surgical Sciences. Edited by 
H. A. Hare, M.D., Assisted by Leighton F. 


Appleman, M.D. Volume IV, December, 1913. 


Lea & Febiger, 1913. 


Progressive Medicine is a quarterly pub- 
lication in which a story of the advances 
made in medicine and surgery during the 
past twelve months is told in an interesting 
way with criticisms and additions by medi- 
cal men, who, by virtue of training and ex- 
perience, are well qualified to pick out all 
that is good. 

In this volume Diseases of the Digestive 
Tract and Allied Organs, the Liver and 
Pancreas and Peritoneum are considered by 
Dr. Edward H. Goodman, of Philadelphia ; 
Diseases of the Kidneys by Dr. John Rose 
Bradford, of London; Genito-Urinary Dis- 


eases by Dr. Charles W. Bonney, of Phila- 
delphia; The Surgery of the Extremities, 
including Fractures, Dislocations, Tumors, 
Infections and Anesthesia, by Dr. Joseph C. 
Bloodgood, of Baltimore; and finally there 
is a Therapeutic Referendum of 100 pages 
by Dr. H. R. M. Landis, of Philadelphia. 
We believe that the volume is maintain- 
ing the high standard set by its predecessors 
during the fifteen years since Progressive 
Medicine first appeared in medical litera- 
ture. 


CUNNINGHAM’s TEXT-BooK oF Anatomy. Edited 
by Arthur Robinson, M.D., F.R.C.S. (Edin.). 
Fourth Edition, Enlarged and Rewritten. 
Copiously Illustrated in Black and White and 
in Colors. William Wood & Co., New York, 
1913. Price $6.50. 


It will be recalled that the first edition of 
this excellent work on Anatomy appeared 
in 1902, the second in 1905, and the third in 
1909. The fourth edition is now before us. 
The death of the original editor, Dr. Cun- 
ningham, and of two of his collaborators 
has necessitated the engagement of a new 
editor and the revision of some of the arti- 
cles by men who did not contribute to the 
earlier editions. All of the contributors 
belong to Great Britain. 

Cunningham’s Anatomy by virtue of the 
eminence of its collaborators was, from the 
very first, recognized as one of the standard 
books upon this subject, and the new editor 
has seen to it that this standard is main- 
tained. The illustrations are exceedingly 
well reproduced, and we are sufficiently old- 
fashioned to rejoice in the use of the nomen- 
clature which was commonly resorted to in 
our student days, although the Basle nomen- 
clature has also been adopted. 


Case Histories IN ‘*Pepratrics. By John Lovett 
Morse, A.M., M.D. Second Edition. W. M. 
Leonard, Boston, 1913. 


The method of preparing a medical book 
on the basis of Case Histories is distinctly 
Bostonian in origin. The present volume is 
a collection of the histories of actual pa- 
tients selected to illustrate the diagnosis, 
prognosis, and treatment of the diseases of 
infancy and childhood, with an introductory 
section on the normal development and phy- 
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sical examination of infants and children. 
Whether other medical men will agree with 
the author in the statement that his col- 
league, Dr. Rotch, is the founder of modern 
scientific infant feeding is a matter for de- 
bate, although every one recognizes that 
both Rotch and Morse have for years been 
leading specialists along this line. The 
present edition is much larger than the 
first, the number of case histories having 
been doubled. It is interesting to note that 
not only are the symptoms of the cases de- 
tailed, and the diagnosis and prognosis ac- 
curately given, but the treatment in the text 
was that actually employed. For this rea- 
son one feels that he gets very close to the 
methods used by Dr. Morse in practice 
when he peruses the pages of his book. The 
use of large type and a wide margin to each 
page has made the book unnecessarily large, 
but correspondingly easy to read. The 
author and publishers can rest assured that 
the new edition will be even more popular 
than the first. 


A TeExt-pook oF Puysiotocy. For Medical 
Students and Physicians. By William H. 
Howell, Ph.D. M.D... Sc.D. LL.D, _Fitth 
Edition, Thoroughly Revised. The W. B. 


Saunders Company, Philadelphia, 1913. 


Price 
$4.00.8 


Into the presence of other books well rec- 
ognized as authoritative and universally em- 
ployed there stepped forward in 1905 a new 
volume on Physiology by this well-known 
American physiologist, who thereby entered 
into competition with older works upon this 
subject written by American or English 
authors. The success of the book empha- 
sizes the old adage that there is “always 
room at the top,” for in the eight years 
which has passed since the first edition ap- 
peared five editions and a number of re- 
printings have come from the press of the 
publisher. Howell's Physiology contains an 
immense amount of information of a thor- 
oughly up-to-date nature which every stu- 
dent and practitioner of medicine must 
know if he is to do his work intelligently. 
Dr. Howell is singularly fortunate in his 
ability to combine the old with the new in 
physiological literature, retaining nothing 


that should be cast out and leaving out 
nothing that should be included. This book 
on physiology is the one which we keep on 
our revolving bookcase for frequent refer- 
ence, confident that we will always find in it 
that which we seek and that what we find 
will be up to date and accurate. 


A MANUAL oF X-RAY TECHNIQUE. By Arthur C. 
Christie, M.D. Illustrated. The J. B. Lippin- 
cott Company, Philadelphia, 1913. Price $2.00. 
This short manual on the technique of 

4-ray examination has been prepared with 
a view to the needs of the medical service of 
the United States Army and is designed to 
give the knowledge that will enable the oper- 
ator to do satisfactory work in x-ray diag- 
nosis. The author frankly advises those 
who can do so to resort to a specialist in 
radiology, but nevertheless is desirous of 
helping the medical man who is unable to 
call such assistance when in need. Em- 
phasis is laid upon the necessity of the 
4“-ray operator making himself thoroughly 
familiar with the details of construction of 
the particular apparatus with which he is 
working, and furthermore to get all the 
practice he can in examining radiograms so 
that he may give them a proper interpreta- 
tion. In other words, Dr. Christie has been 
successful in presenting an elementary vol- 
ume of 100 pages dealing with this very 
modern subject. We have no doubt that 
his brother surgeons will find it of great 
value, as will all other medical men who are 
beginning to take up the use of the +-ray 
for diagnostic purposes. 


A TEXT-BOOK OF THE PRACTICE OF MEDICINE. 
By James M. Anders, M.D., Ph.D., LL.D. II- 
lustrated. Eleventh Edition, Thoroughly Re- 
vised. W. B. Saunders Co., Philadelphia, 1913. 
Price $5.50. 

That Dr. Anders must have met a need 
felt by the profession is evident when it is 
recalled that in the space of sixteen years 
eleven editions of his book have appeared. 
There is much new material in the present 
volume, although the short time which has 
elapsed since the appearance of the tenth 
edition has not permitted the inclusion of 
very important additions. The paper and 
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type which is used is somewhat hard on the 
eyes, but it is manifest that the publisher 
had to use every means to which he could 
resort in order to give the book within 
reasonable bulk. 

The characteristic of this work from its 
inception has been the tables of differential 
diagnosis, the suggestive prescriptions, and, 
by no means least, the earnest endeavor of 
its author to present the subject of medi- 
cine as he reads of it in literature and prac- 
tices it in the hospital. 


An INTRODUCTION TO THE History oF MEDICINE. 
With Medical Chronology, Bibliographic Data, 
and Test Questions. By Fielding H. Garrison, 
A.M., M.D. Illustrated. The W. B. Saunders 
Co., Philadelphia, 1913. Price $6.00. 

The object of this book is to furnish the 
medical student or busy practitioner with a 
definite outline of the history of medicine 
from the earliest times to the recent past. 
The author tells us that clarity has been 
aimed at rather than learned or lengthy 
exposition. It is rather an innovation in 
such a work to find test questions at the 
close of the chapters. The book reveals an 
immense amount of literary work and wide 
knowledge of the subject. 


Tie PRAcTICcE OF MEpIcINE. By James Tyson, 


M.D., LL.D., and M. Howard Fussell, M.D. 


Sixth Edition, Revised and Rewritten. Illus- 


cee. P. Blakiston’s Son & Co., Philadelphia, 
13. 


In the preparation of the sixth edition 
Dr. Tyson has associated with him Dr. Fus- 


sell, who at one time was one of his stu- 
dents. The text has been brought thor- 


oughly up to date by these two active clin- 
icians, one of whom brings the experience 
of nearly fifty years in medicine to his task, 
the other author being actively engaged in 
his professional work. A chapter on Pel- 
lagra has been written by Dr. Wood, of 
Wilmington, N. C., and much new material 
has been added to the text dealing with the 
diseases due to parasites and to disorders 
of the glands of internal secretion, concern- 
ing which our knowledge has so greatly in- 
creased within the last few years. 

Tyson’s Practice, like its author, has al- 
ways been recognized as accurate, reliable, 
and up to date, and the preparation of a 
new edition will maintain it in the fore- 
front of books devoted to this subject. 


MeENrINGcococcus MeNntncitIs. By Henry Herman, 
M.D., and Samuel Feldstein, M.D. With an 
Introduction by Henry Koplik, M.D. Illus- 
trated. The J. B. Lippincott Co., Philadelphia, 


1913. 

In the preparation of this volume the aim 
of the authors has been to present in com- 
pact form our present knowledge of infec- 
tion of the meninges by the meningococcus. 
The text is based upon a study of the cases 
which occurred in Dr. Koplik’s service in 
the Mt. Sinai Hospital, New York. Alto- 
gether there are sixteen chapters*in the 
book dealing with a history, the bacteriol- 
ogy, epidemiology, and mode of dissemina- 
tion, the pathological anatomy, symptoma- 
tology, complications, diagnosis, and prog- 
nosis and treatment. It is a most excellent 
monograph, thoroughly up to date, based 
upon large experience, and put together in a 
readable and interesting manner. 





CORRESPONDENCE. 


LONDON LETTER. 





BY J. CHARLTON BRISCOE, M.D. 





As foreshadowed in last month’s letter, 
a Royal Commission to inquire into the 
prevalence of venereal disease in the 
United Kingdom has been publicly an- 
nounced, and the names of the commis- 
sioners published. The commission is com- 


posed of 15 members, of whom seven are 
laymen and three are women. Of the three 
women, one is Mrs. Scharlieb, a well-known 
consulting gynecologist; another is Mrs. 
Creighton, widow of a former Bishop of 
London, and who is well known both as an 
authoress and social worker; and the third 
is Mrs. Burgwin, who has done a great deal 
of work among London children, espe- 








CORRESPONDENCE. 75 


cially the mentally defective. Among the 
medical men on the commission are Dr. F. 
W. Mott, the neurologist, and Sir Malcolm 
Morris, the skin specialist. The duty of 
the commissioners will be to inquire into 
the effects of venereal disease upon the 
health of the community, and the means by 
which these effects can be palliated. The 
commissioners are not required to examine 
the policy and provisions of the Contagious 
Diseases Acts passed during the sixties of 
the last century. 

The London County Council has decided 
to ask for parliamentary power to secure 
the registration of nursing homes and 
establishments for massage and manicure. 
The object of this move is to secure control 
of establishments nominally carried on for 
curative purposes, but in reality used as 
disorderly houses. At present no inspection 
of these places is possible, and Parliament 
is unwilling to give the police the right to 
enter. It is proposed, therefore, to vest 
the right of registration and inspection in 
the County Council, which will appoint its 
own inspectors for the work. Genuine 
nursing homes need have no objection to 
registration, while the irregular establish- 
ments will be obliged to close their doors. 

The supply of pure milk for the poor of 
London has always been a difficult problem. 
Efforts are now being made by a committee 
of charitable ladies to establish a number of 
pure milk depots all over London, where 
milk will be provided free on production of 
vouchers given by doctors or hospitals, 
where the cases of real poverty are known. 
The first depot is: now being opened at 
Wapping, and if well supported the scheme 
will be widely extended. 

In the course of a lecture at the Royal 
Institute of Public Health, Professor Sir 
Thomas Oliver described a new method for 
treating lead poison. The treatment was 
based upon some experimental work on 
rabbits. A rabbit was given lead in its food 
until it became paralyzed. It was then 
given electrolytic baths. The fore part of 
the animal was placed in one basin and the 
hind part in another and the electric current 
turned gently on. The whole of the 


paralysis quickly disappeared, and lead was 
found in the water in the basins. A sim- 
ilar experiment was tried on a workman 
who had contracted lead poisoning. After 
three or four baths great improvement was 
shown, the vivid blue line along the gums 
disappeared, and the general nutrition be- 
came much better. Lead was found both in 
the water of the bath and on the electrode. 
If this method of treatment proves success- 
ful in further trials, it will play a very 
important part in the cure of lead poison- 
ing. The lecturer thought that an occa- 
sional bath would eliminate lead from the 
body of the lead worker, and thus save him 
a great amount of illness, and in addition 
would prove a saving to employers, by re- 
ducing their payments under the Work- 
men’s Compensation Act. 

Another research which may prove to be 
of importance and benefit to industrial 
workers has lately been carried out by Sir 
William Crookes, and described by him 
before the Royal Society. The object of his 
research was to prepare a glass which 
would cut off the extreme heat rays, which 
are so injurious to the eyes of glassworkers 
in producing cataract. The chief difficulty 
was to find a glass which, while cutting off 
the extreme heat rays, was also sufficiently 
transparent and free from color to be used 
as spectacles. He had experimented with 
many different elements and combinations 
of metals to attain these ends. He had suc- 
ceeded in preparing a glass which cut off 90 
per cent of heat radiation, which was 
opaque to the invisible ultraviolet rays, and 
was also sufficiently free from color to be 
used for working purposes. The lecturer 
did not consider this glass to be perfect, but 
he felt that if the perfect glass were dis- 
covered, a law would have to be passed to 
compel workmen to wear:them. He had 
sent some of his best glasses to a glass 
manufactory, in order that he might have 
a practical test of their usefulness, but the 
workmen refused to wear them, as they 
said they could not do any work in them. 
There is no doubt that Sir William 
Crookes’s discovery ought to prove of the 
greatest value to all workers whose eyes are 
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exposed to the absolute heat of the furnace, 
and when further improvements are made 
in the glass the workmen will probably 
realize this fact. 

The National Insurance Commissioners 
have just issued new regulations for the 
administration of the Insurance Act. These 
new regulations, which went into force this 
month, dispose of a difficulty which has 
been agitating the minds of panel doctors 
in London—that is, the question of the 
allocation of the surplus funds which have 
accumulated owing to the failure of a large 
number of insured persons to choose a doc- 
tor. The new regulations make it clear that 
the Insurance Committee is bound to pay 
the total sum allotted for medical benefit for 
all insured persons,. whether they have 
chosen a doctor or not, to the doctors on 
the panel. It is estimated that the surplus 
accumulated in this manner will amount to 
£140,000 by the end of the year. A certain 
portion of this sum will be set aside to 
establish a “Central Medical Benefit Fund,” 
which will be used to pay for medical at- 
tention to those insured persons who be- 
come ill when absent from home and are 
thus out of the reach of their usual medical 
attendant. The remainder of the fund will 
be divided proportionately among the panel 
doctors of the London district. 

The Public Health Committee of the 
Middlesex County Council have decided to 
extend sanatorium treatment to non-insured 
persons, as so much progress has been made 
with the general scheme for treating tuber- 
culous insured patients in institutions. As 
the non-insured persons will not have con- 
tributed toward the upkeep of the sana- 
toriums, they will be required to make some 
contribution toward the cost of their treat- 
ment, the amount to be considered in each 
case. This privilege will only be extended 
when the accommodation is available, as 


the first consideration will naturally be 
given to insured patients. 

The Mental Deficiency Act, which passed 
through Parliament last year, will come into 
force next April. Meanwhile there is a 
considerable amount of discussion as to the 
body which shall actually administer the 
provisions of the Act. The London County 
Council propose to form a new committee 
partly of members of the Council and partly 
of outside persons, including some women, 
with power to codptate any one with a 
special knowledge or experience of the care 
of the feeble-minded. Objection to this 
proposal was made by the members of the 
Asylums Committee, who urged that an 
existing organization should be utilized for 
the administration of the Act. They pro- 
posed that the work should be dealt with by 
a subcommittee of their own body, and they 
thought that the introduction of codptated 
members would not be an advantage. After 
a long debate the Council finally decided to 
ask the Home Secretary to constitute a new 
committee for the work. 

We regret to have to record the death 
of Mr. Edward Nettleship, the well-known 
ophthalmologist. Mr. Nettleship started 
life as a veterinary surgeon, but he very 
shortly afterward became a member of the 
Royal College of Surgeons. For many 
years he was ophthalmic surgeon to St. 
Thomas’s Hospital and Moorfields’ Eye 
Hospital, and was the foremost eye special- 
ist of his day. It was he who operated on 
Mr. Gladstone for cataract. In addition to 
his ophthalmological work, he wrote sev- 
eral valuable papers on veterinary subjects, 
and carried out numerous researches in the 
subject of heredity. His work in tracing 
out pedigrees for the elucidation of the in- 
heritance of ocular diseases was so thorough 
that he may be classed among the best of 
medical genealogists. 
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